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AT EASE? 


® Even the rigid schedule of Army life makes 
provision for regular, enforced periods of 
relaxation. 


Not so in the stepped-up-tempo of civilian 
life. There’s usually no one but the doctor 
to call a halt to his patient’s hectic routine. 
When treatment for constipation is indicated, 
remember Petrogalar’s advantages. 


It provides a bland, unabsorbable fluid 
to augment the moisture in the stool and 
helps establish a regular, comfortable bowel 
movement. 


Petrogalar* helps soften hard, dry feces and 
aids in bringing about a well-formed yielding 
mass that usually responds to normal peri- 
staltic impulses. 


Consider Petrogalar in the treatment of 
constipation. 


Petrogalar 


*Trade Mark. Pelrogalar is an aqueous suspension of pure mineral 
oil each 100 ec. of which contains 65 ec. pure mineral oil suspended 





in an aqueous jelly containing agar and acacia, 


Petrogalar Laboratories, Ine. + 8134 MeCormich Boulevard Chicago, Illinois 
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WALLACE P. MARTIN, M. D. 

At the Santa Fe session of the New Mexico 
Medical Society, June 25-27, Dr. Wallace P. 
Martin of Clovis succeeded Dr. Carl Mulky of 
Albuquerque as President of the Society. 

Dr. Martin was born a Hoosier in Evansville, 
Indiana, October 29, 1886. His early education 
was obtained in the Farmersville schools, ending 
with graduation from High School in 1907. A 
period was spent in varied labor to earn money 
for college. One year was spent at Cooper Med- 
ieal College (now Stanford University),) after 
which came another period of labor for funds. 
In 1912 Wallace Martin entered the Medical 
School of the University of Southern California, 
and graduated with the degree, Doctor of Med- 
icine, in 1915. 

In that year he married Miss Ida Tripp, Mon- 
rovia, California. They have two daughters, 
Ruth and Marcella, now both married with 
homes of their own. 

Dr. Martin interned at Sacramento County 
Hospital, and began the private practice of 
medicine in Fresno, California, just before 
World War I broke. Entering the U. S. Army, 
he was commissioned First Lieutenant, serving 
until his honorable discharge in 1919. At this 


time he began practice again in Burkburnett, 
Texas, remaining there until 1932. In this city 
he was active in civic and American Legion cir- 
cles, building a hospital, serving on the school 
board, and as Commander of the local Post of 
the Legion. He retained a commission as Cap- 
tion in the Medical Corps of the National Guard 
until 1929. 

Coming to New Mexico in 1932, Dr. Martin 
again entered into Legion and public duties. 
He is at present chief medical officer of the 
State Guard, with the rank of Lieutenant Col- 
onel. In 1937 he was elected State Commander 


of the American Legion Department of New 
Mexico, and served as a National Committee- 
man. He is Grand Albu- 
querque Voiture 40-8. After serving several 
years on the committee on Legislation and Pub- 
lic Relations of the New Mexico Society, Dr. 
Martin was made President-elect of the Society 
at its 1941 meeting in Raton. 

The new President is chairman of Civilian 
Defense, Area 5, New Mexico, is a past-Presi- 
dent of the Curry County Medical Society and 
member of the staff of the Memorial Hospital. 


now Conductour, 
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He had a great deal to do with the building of 
this latter institution. Dr. Martin is a 32nd 
degree Mason, and belongs to the Christian 
Church. 

With the experience and talent for organi- 
zation possessed by their new President, the 
New Mexico Medical Society may well know 
that the choice of Dr. Martin as their leader 
is most fortunate for the trying year ahead. 





VOLUNTEER FOR VICTORY 


Readers of this journal have noticed for many 
months editorials based on the theme that not 
all American physicians were doing their bit in 
the way of joining the armed services in the war 
effort. As usual, the majority of the doctors 
needed no urging or prodding. But there were 
many completely qualified who hesitated. To- 
ward that minority, motivated by various ration- 
alizations, some rather caustic comment has been 
directed by this journal. Apprehensive, months 
before Pearl Harbor, of the likely effect upon 
the medical profession and the defense program 
alike of the apparent hesitancy of some doc- 
tors to face the necessity of complete coopera- 
tion with the Army and Navy, these columns 
have jawed and ecajoled all who might read. 
This policy was deliberate on the part of the 
writer, who was convineed that it was high time 
to ‘‘Wake up!’’ Further, the motive of love 
and respect for his profession entered greatly 
into the birth of this policy. All of us in med- 
icine have given too much of ourselves to this 
high calling to view with complacency the slight- 
est hint of trouble brewing for our beloved pro- 
fession, from endogenous or exogenous sources. 
Out of a sincere conviction that some of our 
colleagues were, either innocently or stupidly, 
about to bring discredit upon American medi- 
cine, a series of editorials was directed toward 
bringing sharply into focus the stringent neces- 
sity of quickly facing reality. Perhaps, during 
the period of the campaign, toes were stepped 
on. Well, each man will have to decide for him- 
self his own pain threshold. 


There is still a problem. There is a war—a 
bitter conflict of life or death for every one 
of us in North America. If we do not win, un- 
derstand this, not one single thing we now pos- 
sess will be ours—property or life itself. Your 
house, your bonds, your insurance, your wife, 
your babies’ security—these precious valuables 
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of yours and mine are all forfeit if this war is 
lost! It is not pleasant to contemplate this 
brutal fact, but there it is, for all to see. Amer- 
ican medicine, alone, has been granted the hon- 
or and privilege of mobilizing and coordinating 
its contribution to the war effort in an autono- 
mous fashion. We, that is, you and I, are not 
going to fail America. 

Yet, as late as June, 1942, it was necessary 
that a high Government official say this :’ 


1. We are not getting enough volunteers. We are not get- 
ting as many volunteers as the Procurement and Assignment 
Service expected we would have by this time. It is absolutely 
necessary that there is an immediate and significant increase 
in the number of volunteers, or else some other method of 
procurement will be required soon. 

Slightly more than 3000 physicians, who were not obligated 
by reserve commissions, volunteered in the first six months of 
this war. By contrast, 12,000 volunteered in the first six 
months of the last war. 

An army of 9 million will take 12 per cent of our male popu- 
lation. Present medical corps ratios indicate that the armed 
forces will require 33 per cent of all our physicians (including 
retired men)—two-thirds of all those under the age of 45. 

Several thousand physicians are needed by July 1, and more 
physicians must be drawn into the service in the next six or 
seven months than the 22,000 taken during the past eighteen 
months. Another 10,000 will be needed in 1943. 

Some states are ahead of their reasonable and expected 
quotas. Others are from hundreds to thousands behind their 
quotas. There is evidence that there are still some areas in 
America which have not yet fully discovered the war. 

This is no statement of opinion. This is a statement of some 
very hard facts. I deliver them without the slightest hint of 
bedside manner for your earnest consideration. 

2. And remember this: The Army and Navy are not the 
whole story. There is yet far too little consciousness of any 
problem beyond that of obtaining physicians for the Army 
and Navy. The acute need for civilian service is not yet ap- 
preciated. There will be no “business as usual’ for physicians 
at home—any more than there can be for the physicians in the 
military service. 


It is too bad that the above had to be said, 
yet. the hard facts made it imperative. And 
those facts? Simply that too many younger doc- 
tors in Phoenix, El] Paso, Tucson, Albuquerque, 
Las Cruces, and hundreds of other towns in this 
nation did not choose to regard the call to duty 
as a personal appeal to themselves. Let it be 
emphasized, and now, that this call must be an- 
swered. The time has come for the realization 
that Hitler and his gang get too much comfort 
and aid out of the failure of any one of us to 
see and accept our duty. 


This writer has been adjudged, a common 
scold by some of his readers, an alarmist by oth- 
ers. Editors of many of this nation’s medical 
journals have foreseen the dire possibilities in- 
herent in the less than complete response to 
America’s call of need. So this writer has not 
been alone in his apprehension. And now, this:' 


The plain fact and conclusion is simply this: The Army anc 
Navy and the war industry areas have not gotten the doctor: 
they need. The careful safeguards that were set up by the 
Procurement and Assignment Service have apparently slowec 
down the rate of recruitment. The voluntary plan must work 
and work promptly—or some other more vigorous plan wil! 
have to be produced. 

Yours has been an outstanding effort in canvassing and 
classifying every member of your profession. You have still in 
your hands the machinery by which a self-governing profes- 
sion can demonstrate its ability to meet the tremendous de- 
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mands of total war. 
chinery work. 

Yours is an important profession. It is the first to require 
rationing—rationing which will make sure that there are 
enough doctors to meet the needs of every unit of the home 
front and of the- battle front. 
rationing, for America must have the doctors it needs. 


To those who can answer the call—for Amer- 


And I appeal to you to make that ma- 
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ica’s sake, come forward now! Don’t let it be 
said of your country’s doctors ‘‘too little, and 
too late.’’ 


1. McNutt, Paul V.: The Urgent Need for Doctors, J.A.M.A. 
119. 605, June 20, 1942. 





Treatment of War Burns 


E. PAYNE PALMER, M. D. 
and 
E. PAYNE PALMER, Jr., M. D. 
Phoenix, Arizona 





This is one of the most thorough, timely and valuable 
papers on Burn Therapy that has appeared anywhere in 
the scientific press. It is worth hard study, and saving 
for future use by every reader.—The Editor.: ;; 


PPROXIMATELY 5000 deaths in the Unit- 

ed States are annually attributed to se- 

vere burn. Now with the added danger of bomb- 

ing, every physician should be well acquainted 

with the problems arising from, and the proper 

treatment of burns to prevent deformity and to 
reduee the mortality rate. 





During the last seventeen years much research 
has been done on burns. The research was initi- 
ated in 1925, by Davidson of Detroit, who intro- 
dueed tannic acid in the treatment of burns. 
The coagulation of the burnt area by tannie acid 
reduced the mortality of burns enormously pri- 
or to the war. Variations in the method of use 
of tannie acid during this time, met with vary- 
ing degrees of success ; the most popular one was 
the application of a ten per cent silver nitrate 
incorporated with the tannic acid in order to 
allow a more pliable tan. Various jellies with 
tannie acid, and also ointments, were likewise 
used. 

With the advent of World War II an entirely 
different outlook on the treatment of burns has 
been established and with that outlook, our 
knowledge and armamentarium has increased 
greatly. Burns are now treated with a far great- 
er degree of success than ever before, and our 
old fear of the terrible deformities resulting 
from keloid formation and sear contracture can, 
to a great extent, be forgotten. This is especial- 
lv true of burns of the hands and face which 
will be dealt with later in this paper. 

The newer methods of treatment, especially 
the use of aniline dyes and first aid treatment, 


(Read before the War Session of the American College of 


Surgeons, April 21, 1941, Phoenix, Arizona.) 


have come from England. Our knowledge of 
the importance of shock and its immediate and 
adequate treatment, however, has come both 
from this country as well as England. There 
have been recent articles on the use of a sulfy- 
dry! solution of sulfadiazine 3% in 8% triethan- 
olamine in the treatment of burns. The results 
of the use of these chemicals are very gratifying 
and must be given consideration. But we must 
keep in mind that these were used in peace time 
and on a limited number of patients; economi- 
eally they are not as yet feasible for use in 
times of war. In times of peace the treatment 
of burns is standardized and definite; the ex- 
pense of the agents used is not a major item. In 
times of war great numbers of casualties have 
to be treated ; consequently the economies of the 
agents used has to be given consideration. So 
it is personally felt that our thought in the 
treatment of war burns should be directed to- 
ward those agents and methods of treatment 
which have proved so successful in the first few 
years of Word War II. 


Burns and sealds have been more numerous in 
the present conflict than ever before. This is a 
total war. The bombing attacks are indiscrim- 
inate, and therefore the civil population, often 
women and children, may suffer the most. The 
greatly extended use of mechanical transport 
with its fuel oil has been responsible for an 
increase in burns and scalds among the general 
public. In the Army, Navy, and Air Foree, 
with their extended use of fuel oil, with their 
dive bombing on. warships and tanks, the casual- 
ties due to burns have naturally multiplied. 
Quite a number of bad burns have also oc- 
eurred among the fire fighting personnel, due 
to the intensive heat of burning buildings 
ignited by incendiary bombs. In many cases 
burns are the only injury present; in others, 
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burns are often complicated by open wounds 
and fractures. 
FIRST AID, SHOCK AND TREATMENT 

The medical profession must realize the im- 
portance of prompt and proper first-aid treat- 
ment for patients with severe burns. Naturally 
physicians must be thoroughly trained in the 
fundamentals of first-aid, so they can direct 
the laity and actively promote better emergency 
treatment for patients with burns. 

Treat them where they lie is truly the first 
principle in the emergency treatment of burns. 
Treatment should begin immediately at the 
scene of the accident to combat shock and re- 
lieve pain, only after this should the burn be 
treated. Shock to some degree exists with all 
burns. If shock is profound, no movement 
whatsoever would be allowed until improvement 
has occurred. Many lives have been sacrificed 
through subjecting patients in shock from burns 
to the added shock of transportation. Estab- 
lished shock is easily aggravated by any rough 
handling of the patient; even a rapid change of 
position may induce a profound collapse. Cover 
the patient with a blanket to conserve the body 
heat. If necessary, administer morphine hypo- 
dermically (% to % gr. for an adult). 

Major burns should not be coagulated as a 
first aid measure; neither should grease or oil 
be used. Many burned areas are contaminated ; 
so local cleansing with warm water and soap 
(not tineture of green soap) should be carried 
out at the site of the accident if possible; then 
cover with sterile gauze or towels wet with 
normal saline or bicarbonate soda_ solution, 
preparatory to transportation to the hospital. 
Preliminary cleansing is often impossible; so 
the use of one of the various jellies is indispen- 
sable. Of all the jellies used, the one containing 
a 1% gentian violet and methiolate in a concen- 
tration of 1:5000 has been adopted as the most 
satisfactory by the British. The jelly should be 
liberally applied on two or three layers of gauze 
which are then placed over the burnt area and 
retained by a bandage. This first aid dressing 
ean be left in sight until the patient reaches the 
hospital. Burns of the face are best treated with 
eod-liver -oil. If the eyes are burnt, drops of 
containing 1% should be 


eastor oil eoeaine 


instilled. 
In those eases in which associated injuries 
are present, the gentian violet jelly should be 
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applied to the wound as well as to the burn. 
If the extremities are involved and compound 
fracture is present, the limb should be put up 
in plaster of Paris after the wound and burnt 
areas have been liberally dressed with the 
gentian violet jelly. 


Plasma and serum are ideal for the perma- 
nent establishment of proper circulation in 
shock. The fluid imbalance, due to plasma loss, 
should be combated immediately by replace- 
ment therapy with plasma or serum trans- 
fusions. The magnitude of the plasma loss is 
sometimes such that 10 ¢.c. or more of plasma 
per kilogram of body weight may have to be 
given and be repeated if necessary. This treat- 
ment appears to be definitely life-saving in 
cases of severe burns in which there is a high 
degree of blood concentration. Great clinical 
improvement follows its administration; it is 
accompanied by a rise in plasma volume. In 
patients with shock, one must be cautious in 
the administration of intravenous fluids, an 
overdose of fluid is as dangerous as an under- 
dose, though the danger is less with protein- 
containing infusions than with saline solution. 
Maintain adequate oxygenation of the tissues 
until the patient’s own improved blood volume 
and circulation can cause the anoxia to dis- 
appear spontaneously. Antitentanic serum should 
be administered to avoid a blunder. Sodium 
pentothal is the anesthetic of choice when it is 
necessary to operate before the patient has 
recovered from shock. By adding this to the 
intravenous medication, both of the required 
remedies may be given at the same time. In 
severe cases of burns, adrenal cortical hormone 
should be given intravenously. A high protein 
diet is also necessary as soon as nourishment by 
mouth is possible. 


TRIPLE-DYE METHOD 


After the patient has been anesthetized with 
sodium pentothal and all complete debridement 
done, the burnt area should be washed with 
warm saline solution and dried with an electric 
dryer. Then an aqueous solution of triple dye, 
gential violet 2%, brilliant green 1%, and 
neutral acriflavine 0.1% is sprayed over the 
burned area. This is then dried and a second 
application applied, which is also dried. Usually 
two applications are sufficient to produce a 
thin supple tan, which is quite adherent every- 
where. In an area in which sopsis is evident 
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owing to insufficient cleansing and tanning, an 
anesthetic should be given and the area re- 
tanned. 

The dyed burnt areas are not covered with 
any dressings, but the patient is shrouded with 
a hot air cradle, with the exception of the 
head. The burned areas are sprayed every hour 
the first day, every two hours the second day, 
every three hours the third day, and every four 
hours the fourth day. Thereafter the tan is 
inspected each day; any moist areas receive 
another application of the triple-dye. By the 
end of ten days the tan usually becomes loose 
and falls off, leaving a healed wound. An 
extensive third degree burn usually will not 
heal, but a large granulating area will be ex- 
posed after the tan is removed. This area 


should be treated with saline dressings for a. 


day and then skin grafted. There is still too 
many cases of burns which are allowed to heal 
by granulation with its subsequent keloid and 
fibrous tissue formation. On the back of the 
hands and fingers in third degree burns, early 
skin grafting will make all the difference be- 
tween success and failure. 
TANNIC ACID TREATMENT 

This treatment should not be given until 
shock has been combated. The actual cleansing 
of the burnt area is identical with that used 
before the triple dye is applied. After cleans- 
ing with saline solution, the area is dried, and 
1 or 2 percent gentian violet is applied by 
swabs and dried by an ‘electric dryer. A solu- 
tion of 5% tannic acid is then applied followed 
by a 10% solution of silver nitrate. A firm 
hard tan is quickly produced by this method. 
This is suitable for burns of the trunk, but it 
should never be used on the hands or face. Too 
many cases in the present war have produced 
ample evidence that under the unyielding tannic 
acid coagulum applied to the hands and fingers, 
an edema develops to a degree which seriously 
embarrasses the circulation in the fingers lead- 
ing to the production of crippling deformities. 
This is the result of the treatment and not of 
the burn. 

After the application of tannic acid the whole 
affected area should be suspended or splinted. 
The patient is nursed under a heat cradle. 

As a rule, minor degrees of sepsis can be 
controlled by gentian violet sprayed on the 
affected areas after removal of the overlying 
crust, but if the entire surface becomes infected, 
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then the tan should be removed by soaking with 
saline solution or in a saline bath. Retanning 
should never be undertaken. In third degree 
burns of large area, skin grafting must be per- 
formed if scarring is to be prevented. 
BURNS OF THE HAND 

There can be no doubt whatever that the 
best preliminary dressing for burns of the 
hands is a saline bath. The hands should be 
immersed in a bath twice a day and the 
patient encouraged to move his fingers in the 
bath. A saline pack is applied after the bath, 
and this is kept moist and allowed to fall off 
in the next saline bath. By such a_ process, 
trauma is reduced to a minimum, and there is 
no pain from changing the dressings After 
three or four days of this treatment, triple-dye 
is used, and when this begins to loosen in ten 
or twelve days, the burnt area will be found 
completely healed. Saline packs, however, can- 
not be given as a first aid dressing, and so the 
majority of burns of the hands have to be 
treated with gentian violet jelly. Excellent 
results have been obtained from this treatment. 

Burns of the third degree in which the whole 
thickness of the skin is destroyed should be 
treated with saline baths if possible and then 
early skin grafting. Sepsis must be eliminated 
at all cost because of the contractures that are 
bound to follow. An excellent dressing for burnt 
hands is ‘‘tulle gras’’ made of woven open 
mesh gauze, saturated with petroleum jelly and 
Balsam of Peru. A saline pack is placed over 
the gauze and kept moist. The hands should be 
placed on wire splints in a position of rest with 
slight dorsiflexion on the 
flexion of the fingers. 

After healing has taken place, it is very im- 
portant that the newly formed skin should be 
adequately nourished; to this end some lanolin 
is rubbed into the area every night. This natura! 
wool fat has wonderful effect on the skin; it 
causes it to become thicker and more supple 
and increases its blood supply. It is a pity that 
the after treatment of burns has been so neg- 
lected in this respect. The application of lanolin 
should be continued for fully three months after 
the healing of the burnt area if good results 
are to be obtained. 

‘BURNS OF THE FACE 

In burns of the face there can be no doubt 
that saline dressings are the best form of treat- 
ment if the patient can be transferred to the 


wrist and _ slight 
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hospital immediately after the injury. This is 
rarely possible during war time; therefore, 
some first aid treatment must be given. Ex- 
‘cellent results have been obtained in the British 
forces by the use of gentian violet jelly and 
codliver oil. Tannie acid should not be used on 
the face as the burn cannot be watched suffi- 
ciently, and early skin grafting may be delayed. 
The elimination of sepsis is of prime importance, 
and early skin grafting is essential when the 
whole thickness of the skin is destroyed. 

A sulfhydryl solution has been used with 
marked suecess on first and second degree burns 
of the face in this country, but so far no reports 
on its use during this war have been reported. 
The cost of this solution possibly makes its use 
prohibitive during this war. 

The triple-dye method however has also been 
reported as giving excellent results in burn of 
the face. 

CHEMOTHERAPY 

Chemotherapy, using the sulfonamide deriva- 
tives, is being tried more and more extensively 
as the war progresses. Sulfanilamide is almost 
routine in the British Services. It is used not in 
loval application, but internally for three to 
five days after a burn is first contracted. This, 
reportably, has eut down the septicemia and 
local infections to a marked degree. 

At the onset of our entrance into the present 
conflict, sulfanilamide and sulfathiazole pow- 
ders were used on burns as first-aid measures. 
This was soon abandoned, however, as it was 
found that the results were unfavorable as the 
powders caked, resulting in a portion of the 
wound being uncovered. 

A new method has been advocated which 
appears to meet many of the requirements of an 
ideal burn treatment. In the John Hopkins 
Hospital a series of burned patients were treated 
in the following manner: After treatment of 
shock had been instituted, the burned areas 
were immediately sprayed from an atomizer 
with 3 per cent of sulfadiazine in 8 per cent 
triethanolamine. This treatment was found to 
allay pain to such an extent that a narcotic 
could often be dispensed with. Scrupulous care 
and aseptic technique were exercised in the 
through debridement of all blebs and _ loose 
tissue after the initial spraying. The area; 
were sprayed every hour during the first day, 
every two hours the second day, every three 
hours the third day, and every four hours the 
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fourth day. By this time a thin, translucent 
eschar had formed, and further spraying was 
not essential. Through this translucent crust 
the progress of healing could: be followed, and 
in second degree burns the regeneration of the 
epithelium could be observed. The eschar is 
sufficiently strong, yet pliable and elastic 
enough, to prevent breaking, so that active 
exercise and partial weight bearing are en- 
couraged to prevent contractures. After about 
ten days the edges of the eschar begin to loosen 
and to separate from the intact epithelium be- 
neath it. At this time compresses of sulfadiazine- 
triethanolamine mixture may be applied. In 
third degree burns the eschar is allowed to 
remain in site for at least two weeks. For pa- 
tients with seeond degree burns and not hospi- 
talized the same debridement is employed as 
in more extensive burns; the areas are sprayed 
several times and covered with either sterile 
vaseline gauze or ointment consisting of five 
per cent sulfadiazine and 8 per cent triethan- 
olamine in a stearin base. No eschar forms 
unless the burned area is exposed, but healing 
proceeds satisfactorily in these cases. 


The sulfadiazine solution has a PH of about 
8.7. It does not stain, is almost odorless, does 
not injure skin, mucous membrane or granu- 
lating surfaces, and can be used in and around 
the eyes with impurity. Sulfadiazine can be 
detected in the blood within several hours after 
being sprayed on a burned area, but when the 
eschar has been formed, the blood level rapidly 
falls even though the spraying is continued. 


Because of the superior results obtained and 
the absence of any toxic effect, this treatment 
is being used for all burns at the John Hopkins. 


SUMMARY 


It is obvious from a review of recent litera- 
ture that many new agents are being used in 
the treatment of burns. Though it is still too 
early to evaluate all of these agents, the best 
results seem to have been obtained with the 
aniline dyes and saline baths. Saline baths were 
used after it was found that with severe burns 
who had been in sea water for some time before 
being rescued were in much better condition 
than their fellows who were rescued imme- 
diately. It is very important that the cost of 
agents used be kept constantly in mind. In 
times of war with treatment on a mass produc- 
tion scale, the expensive agents such as sulfa- 
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hydryl and sulfadiazine are economically almost 
impossible to use. 

Prompt and proper first-aid treatment will 
result in a lowered morbidity, less disfigure- 
ment, and a reduced mortality. 

The appropriate treatment of shock is most 
important and will save many lives. 

Burns of the face and hands should have spe- 
cial attention at the site of the accident and 
after the patient reaches the hospital. 

The triple-dye is economical and probably 
more satisfactory than other methods when 
dealing with war produced burns. 

Chemotherapy has an important 
burns and when used under proper supervision 
gives splendid results. 

Carefully performed skin grafting, especially 
of the hands and face, should be done early as 
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skin grafting by experienced operators have to 
a large extent decreased the high mortality of 
burns and done away with the terrible disfigure- 
ments of the past. The type of grafting which 
seems best suitable for the individual case should 
be used. 
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The Nasopharynx 


A. J. RIDGES, M. D. 
Salt Lake City, Utah 


We have chosen the subject of the nasophar- 
v 


ynx or postnasal space because it seems 
to us that there is hardly a more important one 
for the otolaryngologist to consider. There is 
probably no region in the human body which in 
the past has received so much less than its share 
of attention consistent with its importance; and 
then, speaking guardedly,. it may be that neither 
treatment nor any surgery that we have had to 
do has been less well done than that done on the 
epipharynx. Some recent writers have called it 
the forgotten area, or the ‘‘almost unknown re- 
gion’’. Certainly it has been much neglected. 
DEVELOPMENT OF EPIPHARYNX 
To become fully aware of the tremendous im- 
portance of the subject, one has only to consider 
that here. speaking from the standpoint of em- 
bryology or anatomy, is the beginning of the 
tongue, palate. nasal cavities, sphenoid sinus, 
eustachian tubes and hypophysis. The develop- 
ment of these structures is not all accomplished 
at birth. but continues several years after and 
the results of this development depend in some 
measure on the treatment the postnasal space 
receives. 
At birth the epipharynx is a very small, flat 
space. The soft palate is almost in contact with 
Read, by invitation, before the Eye, Ear. Nose and Th-oat 
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the rear wall of the pharynx. One might have 
great difficulty in passing an object as large as 
a No. 24 catheter into it. The posterior edge of 
the nasal septum, which in adult life is vertical. 
is during the first two or three years nearly hor- 
izontal. From then on the postnasal space un- 
dergoes rapid development and reaches its max- 
imum about the twenty-first year of life. 

This normal expansion of the space may meet 
with serious interference. It may, for instance, 
be too large at an early age, due to the failure 
of the hard palate to assume its proper size—a 
congenital defect. Then the nasopharynx is too 
large and there may be disturbances in the form 
of Rathke’s pouch and the hypophysis. Possibly. 
the condition known as Thornwaldt’s disease 
may have some connection with this disturb- 
ance. This will be referred to later. 

It will be seen at once that serious aberrations 
in health may oceur when the space is too large. 
Whirling air currents; dry, crusted mucous 
membranes; much greater incidence of infec- 
tion; voice changes; ear disturbances ; posterior 
sinusitis, ete., are some of these. 

The defect which 
nasopharynx in the adult comes as part of that 
complex which gives the narrow nasal passages, 
Gothic palate, and rodent teeth—a syndrome far 
too common in human beings. While this condi- 
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tion may be influenced by the over-development 
of the eustachian cushions or the enlarged atlas, 
both of which may encroach on the space, in the 
great majority of cases of deformed epipharynx 
the cause can be traced to enlargement of the 
pharyngeal or Luschka’s tonsil. 

ADENOIDS 

Children are not born with adenoids. There is 
widespread misunderstanding about this term. 
A child comes into the world with a pharyngeal 
tonsil of normal size and texture, along with 
normal faucial tonsils, tongue, eyes and so on. 
The adenoid is a pathological structure which 
grows in the pharyngeal tonsil. The cause of 
this change has never been fully agreed upon, 
but we are pretty safe in assuming that it is due 
to infection. Neither in size nor structure is the 
tonsil a menace at the time of birth, but the 
great expansion of its elements in number and 
thickness and the formation of rolls and wings 
with deep sulei between, creates a very efficient 
retention center for bacteria and detritus, and 
a wonderful incubator. In addition to this, and 
probably no less of menace to health and devel- 
opment, is the obstruction produced in this im- 
portant area. 

The process of adenoid formation must begin 
very early in life, for signs of blocking of the 
eustachian tubes and nasal canals often come 
early. We must not overlook the fact, however, 
that the practice of keeping a child on his back 
so much of the time is not without danger, espe- 
cially since the ear tubes are very short and 
larger in proportion at this period, and so more 
vulnerable. The ventilation of the nasal cham- 
bers is always of prime importance for a num- 
ber of reasons, but at this time of life when the 
shaping of various structures is proceeding 
apace, the maintenance of good airways becomes 
of greatest concern. 

As remarked above, an adenoid is an enlarged 
pharyngeal tonsil. The age at which this enlarge- 
ment begins varies in different children. In 
some it never occurs. Our earliest case where in- 
terference was required was nine months, where 
the folds of the pharyngeal lymph mass were so 
succulent and thick that the obstruction became 
almost complete and almost no permanent 
shrinking could be made. Strangely enough, the 
faucial tonsils were not affected. The adenoid 
was removed successfully. The tonsils have nev- 
er been removed. This, of course, was a very 
rare case. Ordinarily we do not encounter 
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serious trouble from adenoids much before the 
third year. Few cases will not yield to conserva- 
tive treatment, and we have striven not to resort 
to surgery before this age. As the part played 
by allergy in disturbances of the nose and throat 
becomes better understood, it is fair to assume 
that fewer ‘‘T. and A.’s’’ are going to be done 
by conscientious physicians; and it is only hon- 
est to say in all candor that far too many have 
been done. 

The subject of pharyngeal lymphatics is most 
interesting and the problems that arise are with 
us always. Waldeyer’s Ring is the name given 
to the distribution of lymphoid tissue in the 
pharynx and epipharynx. At birth, or before 
disease has set in, there is the flat, innocent mass 
of follicles at the roof of the nasopharynx; the 
palatine tonsils face each other between the 
faucial pillars; two flat masses lie at the base 
of the tongue. Between these islands are strands 
of reticulum and lymphatic tissue extending 
from the apex to the tongue and connecting the 
five tonsils into a somewhat horseshoe-like ring. 
Beside these more or less in-line masses, there 
are often irregular follicles scattered over the 
pharyngeal wall. These may often give the 
pharynx an ugly corrugated, angry appearance. 
There can be no doubt that these aberrant mass- 
es can act as portals of entry for infection and 
do contribute greatly to throat discomfort and 
recurring illness. 

In the writer’s experience, there has been 
hardly any problem more vexatious than this 
one of lymphoid hyperplasia. Selfridge applied 
the name ‘‘lymphoid diathesis’’ and deseribed a 
type of case in which the body tends to replace 
the tissue whenever it has been removed. (It is 
difficult to appraise this question without a lit- 
tle self-criticism. The layman has had just cause 
for complaint, for there has been an appalling 
amount of poor surgery done. We have con- 
doned the entry into our field of many men 
poorly qualified to begin work. ‘‘They have to 
get their experience’’, and we forget the cad- 
aver. Everybody is doing tonsils, with the re- 
sult, we are sure, that the adenoid-tonsil work 
has been the poorest operation in any depart- 
ment of surgery.) 

There undoubtedly are many cases where it 
is quite impossible to remove adenoid and ton- 
sils without some vexing and disfiguring re- 
growth of lymphoid tissue. However, if the 
tonsil be dissected out with its capsule complete, 
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it is fairly safe to say the tonsil will not come 
back. But the trouble arises with these flat 
masses in the pharynx and the lingual nodules 
which hypertrophy and become prominent when 
drawn up between the pillars. Many, many times 
the medical men of our group have sent such 
patients to us see if the ‘‘tonsils should not be 
removed.’’ But the worst punishment has come 
when some of our own patients have fallen into 
the hands of kindly competitors who look in the 
throat and say, ‘‘Why don’t you get this child’s 
tonsils out?’’ Maybe the parents are loyal 
enough to come back for an explanation; some- 
times they are not. 

The writer has learned to meet these diffi- 
culties by explaining the tendency of the lymph- 
oid tissue to regrow and urging the parents to 
return at stated intervals for rechecking and 
maybe to have a little cautery work done. Then 
the lingual nodules can be smoothed out and the 
masses behind the pillars touched away. It is 
gratifying to see how smooth the pharynx may 
become under such treatment, when it is neces- 
sary. 

But we were considering the adenoids. In the 
removal of these growths, we have always urged 
the sharp curette—razor sharp. With such in- 
strument and a delicate touch, it is possible to 
remove the adenoid intact, wing and all, without 
mutilating it and without injuring the peri- 
osteum beneath. The largest curette is selected 
that will pass behind the mounds without bruis- 
ing them. A small loop is then used to remove 
masses in Rosenmuller’s fossae. And finally, 
the finger completes the procedure. 

We are justified in pausing a moment on this 
subject—it is a very important one. There is 
much at stake. If the procedure be not com- 
pletely carried out or clumsily done, several un- 
fortunate sequellae may ensue. The hearing 
may be jeopardized. If remnants of lymphoid 
tissue are left in the fossae or hanging about 
the cushions of the tubes, ventilation of the tym- 
panum is still impaired. Or, the same result 
follows if adhesion bands form from the roof 
of the pharynx to the mounds. If undue force 
is used and the bone bruised or the periosteum 
removed, dry patches with crust formation make 
for discomfort and unending catarrh. The 
breathing passage may still be obstructed. 

Dr. Beck used to insist that the adenoid oper- 
ation should always be carried out under direct 
vision, This is entirely feasible. For this rea- 


r 


SouTHWESTERN MEDICINE 257 


son, the writer has never used the adenotome. 
There does not seem to be good reason for doing 
so. With a sharp Stubb or Barnhill curette, one 
ean by ‘‘angling’’ or shifting gather the entire 
growth into the loop before cutting it off, an: 
this can all be done in direct vision. 

For a long time the writer was 
know what to do with the masses that hang di- 
rectly under the mounds and extend down to 


se 


puzzled to 


the lingual region, or the so-called pharyngeal 
bands. These are often so thick and rough as 
to look very much like coxcombs. At first we 
used a punch and bit off as much as seemed 
wise. This often produced bleeding that was at 
least annoying. Almost surely some of you are 
saying, ‘‘Leave them alone’’, but these things 
are often very troublesome. They may be just 
as efficient as foci of infection as the tonsils 
themselves. We have seen many of these growths 
so large and so cryptic as to appear typically 
like the tonsils. For some years past it has been 
our practice to use the actual cautery. By a 
puncture touch, not too deep, these masses can 
be induced to fade away, leaving the pharynx 
delightfully smooth. 

Before leaving the subject of technique, please 
allow a brief reference to the matter of hemo- 
stasis. Of course, the prominent vessels under 
the tonsils are always sutured. Much more im 
portant, however, is the question of bleeding 
under the adenoid. Under no 
should a large blood clot be allowed to remain 
here. We can hardly repress a shudder when 
we see an adenoid removed, piecemeal by a few 
quick strokes of the curette, and the patient 
then turned over to stop his own bleeding. The 
postnasal space and the nasal chambers may 
remain full of blood for an indefinite time, and 
the effect on the middle ear and the posterior 
sinuses need only be imagined. We have al- 
ways thought it necessary to leave the patient 
in the original position, under a bright light, 
using a bright light, using sponges, even styp- 
ties, until the space remains absolutely dry and 
clean. There can’t be an argument about this 
statement: Time spent in attending to these de- 
tails will yield dividends in good hearing later 
in life. 

One other reference to the technique of ade- 
noid removel may not be resented. Today, it is 
difficult to see how we ever got along without 
the suction pump. A clean field seems now one 
of the indispensible conditions of good surgery. 


consideration 
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A few years ago we attended a meeting of the 
American College where a paper was given on 
lung abscess. Sixteen cases were presented—all 
of them from one of the large tonsil clinies of 
the country where they boasted of their speed, 
but let the patients stop their own bleeding. 
RELATION OF HEARING TO 
ADENOIDS 

About the subject of hearing, mention should 
be made of the work of Crowe and associates at 
Johns Hopkins during the past ten years, and 
reported in the July, 1940 number of Laryngo- 
scope. Theirs has been research work in which 
15,000 audiometer and tuning fork tests have 


been made on people of all ages; 3,000 on chil- 


dren. They have concluded that most of the 
hearing troubles which best people in mature 
years begin in childhood. If the widespread 
deafness which exists in the nation today is 
ever to be corrected, help must begin in the 
early years of life. 

Crowe states that adenoids recur so often af- 
ter operation that it is quite to be expected, and 
that lymph nodules are found about the eusta- 
echian cushions which cannot be removed by 
surgery and these are prone to hypertrophy with 
consequent interference to tubal drainage: and 
ventilation, low-grade eustachian catarrh and 
chronic progressive deafness. We think that 
the adenoid tissue in the location of the pharyn- 
geal tonsil ean and should be removed with very 
few recurrences. The small 
mouth of the tubes may very well need other 
treatment. For all of these, Crowe proposes the 
use of radium or its decomposition product, 
Radon. This is applied to the nasopharynx in 
glass tubes running along the floor of the nose. 
Lymphoid tissue is highly susceptible to radium 
emanations, and its use seems to offer the best 
for handling these trouble- 
often play havoe with the 
hearing organ. The dose which they have used 
is much lower than that which would do harm 
to other tissues than lymphoid. No scar tissue 
forms after; no atrophy occurs in other tissues. 
They have followed many eases over a period of 
ten years; the results have been very promising. 
The chief value of radium lies in the fact that 
it can be applied directly to the tissue which is 
to be removed, while x-rays are much more dif- 
fused and have to pass through so many other 
structures before reaching the area sought that 
much damage may be done by the strong cur- 
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rent required to reach the tubes. Apparently 
this control of lymphoid tissue in the pharynx 
oifers the best prospect yet discerned for the 
ameliorization of the widespread chronic pro- 
gressive deafness. 
DIAGNOSIS 

The inspection of the postnasal space should 
be an important part of every physician exam- 
ination and is, we fear, often passed over quick- 
ly. In small children the view with the mirror 
or even the pharyngoscope may be difficult to 
obtain, so that palpation with the finger must 
be resorted to. In larger children and adults 
the information obtained by a careful examina- 
tion is of great importance. In the epipharynx 
there line of demarcation between the 
squamous epithelium of the pharynx and the 
This 
highly vulnerable region—the most vulnerable 
to infection; easily the number one portal of 
entry. Certainly the great majority of colds 
begin here and spread to the nose or to the ton- 
sils and lungs, especially in the very young, 
where the distance from the nasopharynx to the 


is the 


is a 


lungs is very short. In our own experience, the 
first sign‘of beginning cold is the tell-tale sting- 
ing of the postnasal lining. And it seems that 
we can remember more people who have com- 
plained bitterly about this distress than any 
other. Taken early, there is more chance of giv- 
ing help here, for the infection has not yet en- 
tered deeply into the tissues. 
application of guiacol or weak iodine in glyecer- 
ine may often check the onset, while after deep 
invasion has occurred as in the tonsils or glands 
of the neck, local applications are of little avail. 

The appearance of the mucous membranes of 
the nasopharynx is characteristic in the allergic 
affections; the pale swellings on the septum, 
the pale, polypoid turbinals the boggy mounds, 
all tell their tale. 
sinusitis is to be found here, either by the pres- 
ence of the purulent exudate under the sphenoid 
ostium or the red band following down the 


A_ well-placed 


The diagnosis of posterior 


posterior wall. 

In chronic conditions adhesions in Rosenmul- 
ler’s fossa and about the mounds require repeat- 
ed attention. Chronic postnasal catarrh is a fre- 
quent affection; the dry membranes or crusted 
secretions indicate either underlying sinus dis- 
ease, deep injury from surgical procedures, or 
ulceration on the site of Rathke’s pouch, the so- 
called Thornwaldt’s bursa. The hypophysis de- 
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velops from a pouch or offshoot of the rudi- 
mentary pharynx in fetal life. When this sae 
persists after birth, it lies under the pharyngeal 
tonsil and discharges a mucus at its lower mar- 
gin. Apparently nothing happens to this rudi- 
mentary structure until adenoids are removed, 
when it may be bruised or become infected and 
obstructed and form a cyst or discharge and 
form crusts. These have bad odor and taste. 
From this focus there may be a constant post- 
nasal discharge, frequent respiratory infections, 
occipital headache, possibly fever, tubal obstruc- 
tion, and earache. Severe complications of 
rheumatic fever, asthma, arthritis oceur. Sta- 
phylocoeeus is the organism most often present. 
The condition is usually found by use of the 
nasopharyngosecope. Eagle reported sixty-four 
eases from Duke University in 1939. 

Poor nasal breathing often occurs through 
the backward growth of polyps, either from the 
antra or from the posterior ends of the turbinals. 
These are often missed. A prominent business 
man recently came to my office complaining 
that he could not breathe through his nose, in 
spite of the fact that a very good nasal surgeon 
had not long before performed a submucous re- 
section. A glance into the postnasal space dis- 
closed a large antrum polyp hanging low on the 
palate. 

Statements in the text books that postnasal 
eatarrh is always a sign of sinusitis does not 
square with the facts. 
postnasal drip necessarily mean a serious path- 


Nor does the so-called 


ology of the accessory sinuses of the nose. There 
is considerable secretory tissue in the naso- 
pharynx. Large quantities of mucus normally 
move down from the sinuses and nasal mucous 
membranes; this is often tenacious, dust-laden 
or purulent. When this material reaches the 
space where the angle changes, there is a slowing 
of the current and a chance to rest and coagu- 
late. Added to this; there are adenoid sulci. 
When present, they are often, foul and efficient 
culture locations. It is no wonder that this place 
becomes such an important focus for the genera- 
tion of systemic infections. Rather than lay the 
blame of the postnasal disturbances to the ac- 
cessory sinuses, the reverse is far nearer the 
truth, especially as to the posterior cavities. 
And as to the eustachian tube and middle ear, 
undoubtedly the postnasal infections are the 
starting point for practically all hearing disor- 
ders, at least in early life. 
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Surely we have now established our thesis: 
that failure to give careful attention to the 
nasopharynx is a very serious fault on the part 
of any physician. We are convinced that many 
men have not considered the matter very im- 
portant. Great stress has seldom been placed 
on the question, either in the literature or on 
the programs of the various meetings. Then, too, 
the technique of postnasal examination cannot 
be ealled easy. The method of approaching the 
patient is important; his entire co-operation is 
essential. A suave, gentle, ingratiating manner 
alone can put him at ease. Even then his reflex- 
es may be difficult to manage. 

The indispensable requirement is good light- 
ing—-the whiter and brighter the better. The 
acquiring of complete mastery of this part of 
the examination is one of the most important 
things the otolaryngologist has before him. There 
are advantages in the indirect method which the 
nasopharyngoscope cannot offer, though the lat- 
ter is also indispensable. In both methods much 
depends on long practice to acquire facility of 
manipulation and ability to interpret what is 
seen. The time-honored picture one gets in the 
text books of all the postnasal structures placed 
at once on a little mirror is very misleading. 

Tumors in the nasopharynx are not overly 
common, and many of them are not found until 
the 
For- 
tunately, it yields in this location to treatment 
by radium. Next to adenoids, the growth most 


large enough to produce obstruction. Of 
true tumors, fibroma is most often seen. 


often causing obstruction to breathing and nasal 
drainage is the so-called mulberry turbinal or 
polyp on the posterior ends. While apparently 
a simple procedure, many of us have spent an- 
xious hours in controlling bleeding that fo'lows 
the removal by snare. Hajek once gave ui a 
valuable lesson in Vienna. He placed the snare 
over the mass, tightening slowly with gentle 
backward jerks. After the wire is tightly clamp- 
ed, the patient is placed in a comfortable posi- 
tion for an hour or more, when the growth ma.’ 
be pinched off without any fear of bleeding. We 
have used this method on many eases with good 
results. Twenty minutes to one-half hour is suf- 
ficient time for keeping the snare in place. The 
cautery may be used just as well in many cases 
where the growth is firm and not pendant. 
Finally, one is fully repaid for habits of care- 
ful inspection if he discovers a malignant 
growth in an early stage when it is amenable 
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to treatment. These tumors are squamous celled 
carcinoma or lympho-epitheliomas, the former 
twice as common as the latter. They grow slow- 
ly from the lateral wall near the mouth of the 
eustachian tube, appear firm and finely nodu- 
lar. Surgery has no place in their treatment 
and biopsy is absolutely contraindicated. Vig- 
orous and early radiation offers the only hope, 
for most of them are fatal. 
THE COMMON COLD 

Believing that the great majority of colds are 
generated in the nasopharynx, the writer has 
paid particular attention to this area. Ques- 
tioning the patients in detail about their feel- 
ings, one finds that a large number have their 
earliest sensations in the postnasal space, along 
with slight chilliness and nasal congestion. In 
the very early stage, application of glycerine 
guiacol after shrinking the membranes is all 
that is required to abort the infection. If too 
much time has elapsed and postnasal pain is 
marked, a hot alkaline nasal douche and glycer- 
ine ichthyol may be used. 

Generally the earlier the treatment the more 
chanee of arresting the infection. We have 
come to think very much of iodolake in 2 e.c. 
doses in these early cases. This, along with two 
or three glycerine guiacol applications the first 
day, will work wonders with many colds. The 
great drawback to all such is that patients go 
oa. with their daily routine of exposure, ne- 
glecting themselves until the infection is well 
established, and by blowing their noses and al- 
ternately chilling and sweating infecting all 
their erypts, sinuses, and ears. Physicians’ work 
will have to be educational for a long time to 
come before we shall gain any control over the 
common cold. The writer in all his early life 
was an inveterate sufferer from colds, sinusitis 
and bronchitis. For several years attacks have 
been almost nil. We believe that self-vaccines 
deserve the credit, along with better general 
health. 

CHRONIC POSTNASAL IRRITATION 

Chronic postnasal irritation is a more diffi- 
cult affliction ,to handle. Many of these patients 
have been long time sufferers with bad breath 
and bad taste in the morning, when they expe! 
semisolid chunks from the postnasal space. They 
have recurring spells of burning pain in the 
vault, severe headaches, tired feelings, gastric 
distress, and ill temper. Arthritis is often not- 
ed, tinnitus, and failing hearing; severe nasal 
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colds followed by bronchitis and frequent 
hoarseness. 

The vault of the pharynx is usually covered 
by glaring tenacious mucus or mucopurulent 
exudate, often coagulated. When this is wiped 
off, the membrane is found to be thick, corru- 
gated, and in acute exacerbations especially, 
deep red in color. The mounds and turbinals 
are markedly swollen; the uvula also at times 
deep red in color. In most cases the tonsils, if 
present, are not offected or only moderately so. 

Since beginning this paper in April several 
very typical cases have been seen. A tall, heavy- 
set sheepherder, as tough as oak, said he had 
never had colds but every time he got wet a 
terrible soreness back of his nose set in. This 
attack was so painful he actually cried in the 
chair. X-ray films of the accessory sinuses were 
negative. The nasopharynx was heavily coated, 
very red, with a distinct pit in the center above. 
Diagnosis of Thornwaldt bursa was made and 
curettement advised. 

A fifteen year old high school girl complained 
of bad taste and odor and something coming 
down the throat all the time. Tonsils and ade- 
noids had been removed five years before, but 
the discharge had never stopped The mirror 
showed a voleano-like mound with a distinct 
sinus in the center. Operation is to be had in 
June. 

A stenographer thirty-five years of age had 
had frequent colds which always lasted ‘‘a ter- 
rible long time.’’ They always began with the 
burning pain above the palate. X-rays were neg- 
ative. The membranes of the nasopharynx were 
thick, granular and red. 

A young man of sixteen years had the tell- 
tale soreness behind the nose every two or three 
weeks and a hacking cough for six months. The 
vault was deep red in color. Over the right mid 
dle turbinal a stream of creamy pus could be 
seen. Irrigation of the sphenoid sinus cleared 
up the cough and the soreness. 

A man thirty-two, an office worker, had re 
curring attacks of postnasal soreness and hoarse 
ness. The tonsils had been well removed anc 
X-rays were negative. This time the uvula wa: 
as large as the thumb and deepest red. The vaul’ 
was filled with thick mucopurulent material 
After cleansing and three applications of glycer 
ine, the lining could be seen to be heavily corru 
gated, red and pitted. The examination with the 
nasopharyngoscope revealed a slightly rounded 
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vault and a dark depression anteriorly from 
which mucopurulent secretion oozed. 

These cases and many others have been so 
characteristic and the searcity of reference to 
such in the literature so marked, that we are 
convineed that the nasopharynx must often have 
been neglected. 

In addition to the treatment referred to we 
have made much use of the silver preparations. 
If proper warning be given about their dangers, 
we can see no objection to their use, for they do 
give patients something to do for themselves. 
We refer again to the self-made vaccines. In 
our hands they have proven of inestimable 
value. 
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One other brief mention of a subject that has 
been much in print ; namely, the use of oil sprays 
and drops. In our practice, we have relied on 
them very much. After every nasal douche or 
displacement we think it highly important to 
replace the mucus coat lost by an oil film. We 
have never seen the slightest harm, and we think 
there must have been some grievous error in 
technique to bring about the reported cases of 
oil pneumonia. Some care, of course, is neces- 
sary. If you put a baby on his back and pour oil 
into his short nasopharynx, naturally some may 
go into the lungs. But there is reason in all 
things. We are inclined to think the danger has 
been much overemphasized. 





Arteriosclerosis and Hypertension 
(Resulting from Disturbed Acid-Base Equilibria) 


R. de R. BARONDES, M. D. 
Los Angeles, Calif. 


ed is not within the scope of this paper to dis- 


cuss as deep a subject as the title implies 
but rather to offer a new basis for an under- 
standing of one or more factors overlooked in 
the etiology of arteriosclerosis, hypertension and 
certain allied disorders. Among the more im- 
portant etiologic factors that should command 
attention is the disturbed acid-base equilibrium 
of the blood. 

In health, the acid-base balanee of the blood 
remains remarkably constant at a pH about 7.4 
notwithstanding carbonic, phosphoric, sulfuric 
and other organic acids are continually being 
formed in the processes of metabolism. The 
normal reaction of the blood is protected by 
three lines of defense, namely the buffer sys- 
tems, the excretion of CO:, and the excretion of 
fixed acids. Carbonie acid H:CO:s, a product of 
tissue activity, is produced in greater quanti- 
ties (800-900 gms) than any other acid in the 
body. Carbonie acid is buffered mainly by a 
base released from hemoglobin and to a minor 
extent in the plasma through the protein and 
phosphate buffer systems. When carbon dioxide 
enters the blood, the sodium bicarbonate of the 
plasma increases. As the blood passes from the 
arterial side to the venous, CO: is absorbed and 
diffuses into the red blood cells. Herein, 
through the action of an enzyme—carbon-anhy- 
drase—the CO: is converted into carbonic acid. 
During rest the pH of the venous blood is r-- 


dueed (pH 7.28), being more acid than the 
arterial (pH 7.4). In disordered blood states, 
e.g., inactivation or dysfunction of the enzyme— 
carbon-anhydrase—the 
is interfered with, the 


earbon-dioxide econver- 


sion carbonic-acid be- 
coming decreased, while the bicarbonate increas- 
es. The result here is an alkalemia. When 
earbonic-acid production is increased, the bi- 
carbonate becomes reduced as the base is given 
up for the neutralization of the strong acids, 
and an acidemia then results. Carbonic 
readily dissolves caleium-carbonate to a con- 
siderable extent, forming a soluble acid-caleium- 
carbonate. 


acid 


It is in accord with the laws of chemistry 
that the diffusibility of calcium varies with the 
pH of the media. This applies also, more or les:, 
to magnesium and phosphorous. For 
use in the system, not only must the ratio be- 
tween them, and the absolute amount of eac’) 
at that ratio be maintained, but the diet, ile 
digestive juices and the body fluids in general 
must remain in proper normal acid-base equi- 
libria. (One notes that in a well-marked case 
of rickets the gastric juices are not only less 
acid than normal but calcium retention is low 
the intestinal contents becoming decidedly alka- 
line. Such a state is not conducive to proper 
absorption and utilization of calcium, magne- 
sium and phosphorous.) Plasma is normally poor 
in magnesium and potassium but rich in eal- 


proper 
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cium and sodium; whereas in the cells the con- 
ditions are reversed, these showing a high con- 
centration of magnesium and potassium but 
lacking in calcium and sodium. A magnesium 
deficiency is often indistinguishable from a eal- 
cium deficiency. Magnesium has the positive 
function in the body of ion balance, and the 
maintenance of the proper blood pH. It also 


plays an important role in the biochemie and 
physiologic processes of both animal and vege- 
table life, having the ability to preserve the 
electrolyte concentration of the fluids, and the 


both 
ete. 


maintenance of the osmotic pressure in 
intracellular and extracellular 
There is some direct relationship between the 
functions of the parathyroid and the biochem- 
istry of magnesium as in dysfunctions of this 
gland the body magnesium content is reduced. 

A decreased production of carbonic acid (al- 
kalemia), over a period of time, causes a super- 
saturation of the blood with calcareous matter 
which, being insoluble in any but acid media, 
is thrown out of solution to be abnormally de- 
posited in the tissues. Such a state would be a 
major etiologic factor in arteriosclerosis, Paet’s 
disease, myositis ossificans, and certain other 
calcium-metabolic disorders. As the pH of the 
venous blood is more acid than that of the ar- 
terial blood, the salts there are more readily 
maintained in solution, a factor that could well 
explain the relative rarity of phlebosclerosis. 

REGULATION OF ACID-BASE 
EQUILIBRIUM 

Upon the ratio H:CO:/Na HCO: the pH of 
the plasma depends. Rapid adjustments of this 
ratio are brought about mainly through the ex- 
quisite reduction in plasma-bicarbonate, through 
its decomposition by acid, is met by increased 
pulmonary ventilation with the elimination of 
carbon-dioxide and water by the lungs. Low ar- 
terial and alveolar CO: tensions are therefore 
associated with a low alkali reserve. On the 
other hand, when excess CO: is contained in the 
blood, a compensatory inerease in bicarbonate 
results. Thus high arterial and alveolar CO: 
tensions are associated with high alkali reserve. 
The hydrogen-ion concentration of the saliva is 
found to vary directly with the CO: content of 
the blood ; when CO: tension in the blood is high, 
more CO: finds its way into the salivary secre- 
tion to lower its pH. Ingestions of sodium bi- 
carbonate, while reducing acidity elsewhere, in- 
creases the acidity of the saliva as a CO: ten 


solutions, 
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sion results. In foreed breathing the H-ion con- 

centration of the saliva is raised as it lessens 

the amount of CO: in the saliva. 
ARTERIOSCLEROSIS 

No one cause is known for arteriosclerosis but 
a number of factors enter into its etiology. Re- 
cent study shows that before the onset of the 
disease, certain physico-chemical changes occur 
in the blood and the vessels. (As there is no 
clear-cut conception of the various subdivisions, 
the generic term, arteriosclerosis, is used here 
to include atherosclerosis, Monckberg’s sclero- 
sis, arteriolar sclerosis and senile.) That caleci- 
fication plays a prominent role is well known 
but the factors determining the lime deposition 
have long remained a mystery. It is thought by 
some that the onset of degenerative change is 
secondary to deterioration of the elastic tissue 
of the intima and media which, by weakening 
the arterial wall, permits distention of the ves- 
sel. The stretching, it is presumed, interferes 
with the blood supply of the vascular wall; the 
intimal thickening being looked upon merely as 
a compensatory process. Others believe that 
arterial calcification is simply a particular type 
of dystrophic calcification, or dysthesia, not 
specific in nature but induced by a toxie agent. 
Calcium deposition in the arterial walls is often 
a pronounced feature of meteastatic calcifica- 
tion, this term implying a translocation of cal- 
cium from the skeleton to the soft tissues. Such 
an organic disturbance has been observed in 
animals fed excessive doses of parathyroid, 
lipoid and cholesterol-rich food, irradiated ergos- 
terol, and excess vitamin-D. Though such eal- 
cium and lipoid deposits may occur in any of 
the soft tissues, the arteries, kidneys, and lungs 
are especially susceptible to calcifleation. Lime 
salts, cholesterol-ester and lipoid depositions, 
hyaline thickening, and fibrosis, readily oceur 
in any tissues where the cells are more alkaline 
in nature. As caleareous matter is readily de- 
posited in fatty material, in alkali media, the 
first evidences in the tissues would be the cho- 
lesterol and lipoid depositions. 

Arteriosclerotic changes make their appear- 
ance first in the minute ramifying vessels (vasa 
vasorum) which become obstructed by deposits. 
this in turn leading to anoxia and degenerative 
changes in the walls of the arteries. The salts 
lipoids, ete., deposited in these and other soft 
tissues, have the same composition as the main 
mineral constituents of bone. Dried bone con- 
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tains about 31% organic matter combined with 
69% mineral matter. Of this about 59% is tri- 
calcium phosphate, 142% magnesium phosphate, 
and 7% ecaleium carbonate. Human bone fre- 
quently contains calcium fluoride to the ex- 
tent of 2% though the quantity of fluorine, 
compared with other constituents of bone, is 
extremely small. It may play the part of a 
eatalyzer, acting as a sensitizer for the phos- 
phates and enabling the phosphorous and eal- 
cium to combine with the tissues. The percent- 
age of fluorine in ecaleifeid vessels is yet to be 
determined. The action of fluorine somewhat 
resembles the specific effects of vitamin-D and 
sunlight, both acting as catalytic agents in de- 
positing calcium and building bone from the 
calcium and phosphorous complexes. 
HYPERTENSION 

Hypertension, per se, is not a disease but a 
symptom peculiar to several hypertensive-pro- 
dueing disorders, e. g., cardio-renal-vascular dis- 
ease, endocrine dysfunction, exogenous and en- 
dogenous toxicoses, drugs, ete. Like arterioscle- 
rosis, there is more than one etiologic type and 
more than one precipitating factor. One com- 
mon eause of hypertension is intrarenal vaseu- 
lar imbalance where certain hypertensive agents 
are produced and secreted, e. g., angiotonon, 
methylguanidine, adrenalone, agmatine (from 
arginine), tyramine (from tyrosine and pheny!l- 
alanine), and renin (which may be tyramine). 
Some of these pressor substances are not pecu- 
liar only to kidney tissue as they are found else- 
where in the body. Certain extracts of kidney 
tissue contain counter-balancing pressor sub- 
stances but they may be produced in insuffi- 
cient amounts to keep pace with the relatively 
large amounts of hypertensive agents produced. 
One such pressor substance is the enzyme, tyro- 
sinase, having the ability of preventing tyrosine 
and phenylalanine breaking down to tyramine, 
and which also inactivates tyramine. This en- 
zyme has been used in lowering the blood pres- 
sure but apparently is only of therapeutic value 
in hypertension the result of a tyraminosis. 

CHANGES IN THE BLOOD pH 

The pH of the blood in health varies but lit- 
tle. In disease, the pH, unless in the terminal 
stages of uremia, diabetic coma, eclampsia, 
starvation, ete., never becomes definitely acid, 
i.e., reaching a pH below 7.0. A reduction in 
the alkali reserve may occur with little or no 
change in the blood reaction. The limits of the 
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pH compatible with life are probably neither 
higher nor lower than 7.8 and 6.8. A pH of 7.0 
results in complete heart block. Rises in blood 
hydrogen-ion concentrations (alkalemia) cause 
not only a vasoconstriction but also act as stim- 
uli to the vasomotor center to contribute to a 
general rise in blood pressure. (In healthy ear- 
nivora the alkali reserve parallels the blood 
pressure, and in advancing years, an alkalosis 
The rise in the H-ion 
concentration occurring when sodium bicarbon- 
ate is ingested over periods of time, results in 
and and 
causes the circulating hemoglobin to hold more 
firmly its gathered oxygen. 
exists in those with abnormal alkali 


is a common occurrence. ) 


vasoconstriction, hypertension, also 
Such a condition 
retention. 
Alkali poisoning is known to occur in individuals 
abnormally sensitive to alkali therapy. The im- 
portant changes in the blood in an alkali-toxi- 
cosis are: a definite uncompensated alkalemia, 
increased C/N ratio, hyperealeemia, and other 
manifestations. A long-standing alkalemia, and 
alkalosis, lead also to severe nitrogen retention, 
anoxemia, caleium and lipoid deposition, fibro- 
sis and tissue breakdown through lowered tissue 
respiration. (Alkali therapy also exerts a dele- 
terious effect upon both the C and the B-Com- 
plex vitamins, both being unstable except in 
acid media.) Probably some of the symptoms of 
chronic alkali poisoning result from destruction 
An alkalemia, and alkalotic 
states, by causing vasoconstriction, lead to re- 


of these vitamins. 


duced blood supply to the vasomotor center, 
stimulating it that a general blood-pressure rise 
An alkalemia also exerts deleterious ef- 
fects upon such vasodilating substances as cho- 


occurs. 


line, acetylcholine, histamine, ete., which are 
susceptible to alkali and become completely in- 
activated or destroyed in a solution of pH 8.0. 
ACIDOSIS AND ALKALOSIS 

Much confusion has arisen over the 
‘*‘acidosis’’ and ‘‘alkalosis’’. Acidosis 
mean any real acidity of the blood, i. e., a blood 
pH below 7.0 for this is incompatible with life. 
Alkalosis carries the corresponding meaning of 
an increased alkali reserve. This may or may 
not be associated with a rise in the blood pH. 
The terms suggested for these acid-base states 
are alkalemia and acidemia. The British Medi- 
eal Council has recommended that the term 
acidemia be used for a state in which the pH 
is lowered, and that the term acidosis be re- 
stricted to indicate only a lowered alkali re- 


terms 
cannot 
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serve with unaltered pH. Alkalemia would in- 
dicate a blood state in which the pH was raised ; 
alkalosis would be retained to indicate an in- 
crease in the reserve alkalinity. 

An alkalemia may result from an uncompen- 
sated alkali excess, the NaHCO: is increased 
without a proportional rise in the H:COs. This 
may result from ingestion of large quantities of 
alkalis, or from loss of HCl by vomiting. An 
uncompensated CO: deficit also produces an 
alkalemia. A disturbance of this nature may re- 
sult from foreed breathing, hyperventilation in- 
duced by hot baths, high altitudes, and shallow 
breathing. 

When there is an uncompensated CO: excess, 
an acidemia results. The carbonie acid is in- 
creased but is not balanced by a proportional 
rise in the sodium bicarbonate. The pH is low- 
ered. Such a condition oceurs in obstruction to 
breathing, and in depression of the respiratory 
center by morphine. The pH of the blood may 
also be lowered in an uneompensated alkali 
deficit, the bicarbonate being reduced without 
there being a parallel reduction in the carbonic 
acid. This is noted when large quantities of 
fixed acids are produced as in diabetes, the 
terminal stage of nephritis, ete. Low ealcoriec, 
suboptimal diets, and starvation, will lower the 
pH, and the blood pressure, as glycogen is ex- 
hausted and increased protein breakdown oc- 
curs with the production of phosphoric and sul- 
furie acids, 

COMMENT 

Should the body tissues and fluids not remain 
in normal acid-base equilibria, cell-activity be- 
comes altered, and certain parts eventually un- 
dergo pathologic or carcinomatous change. The 
change may be a degenerative one such as that 
oceurring in arteriosclerosis, or, tissues become 
less resistant as to accept bacterial and virus in- 
vasion. Tissues with altered pH readily become 
suitable loeales for the growth of various infec- 
tious agents. Each living organism requires a 
certain hydrogen-ion concentration for normal 
activity, growth and survival. Any material 
change in this concentration fundamentally al- 
ters the organism. Two organic diseases inti- 
mately allied to acid-base disturbances are per- 
nicious anemia, and beriberi. In both these dis- 
orders the cord degenerates apparently the re- 
sult of changes in the acid-base balance which is 
brought about mainly by an achlorhydria, and 
a vitamin B: deficiency or destruction. (An 
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achlorhydria often follows a B-Complex avita- 
minosis.) The central nervous system, spinal 
fluid, and allied structures, like other body tis- 
sues, are subject to change in acid-base equi- 
libria. Such changes, for instance, may occur 
prior to, and during the invasion by the polio- 
myelitis virus. As is known, this disease causes 
a degeneration of the central nervous system 
and the gray matter of the cord, but studies 
have not been undertaken to determine the vari- 
ous changes in the H-ion concentration of the 
tissues both before and after infection. 

One notes that the mycobacterium tuberculo- 
sis requires a media of a pH under 7.4 for opti- 
mum growth; pure cultures being best obtained 
in slightly-acid media. All organisms except the 
tubercle bacilli are killed in 15% of sulfuric 
acid. Cultures of the bovine type are at first 
acid but become alkaline while those of the hu- 
man species never do so. Tubereulin is highly 
acid. In certain infections as tuberculosis, lep- 
rosy, tetanus, and others, the alkali reserve 
shows the average figures of the actual acid- 
base reactions to be diminished. This fact alone 
would indicate instituting some form of alkalo- 
therapy to help shift the pH toward the alkaline 
side. The dietetic and therapeutic measures 
prescribed in tuberculosis and leprosy are cura- 
tive in that they induce an alkalemia, raise the 
blood pressure, aid in calcium and lipoid deposi- 
tion, cause production of fibrosis and the wall- 
ing-off of foei of infection. Hypotension is a 
common feature, and an acidosis is one of their 
most frequent complications. Prior to infection, 
an acidemic state may be a predisposing factor. 
An acidotie state will set up a vicious cycle in 
that it retards the processes of organic combus- 
tion, this retardation further increasing the 
acidity of the body fluids and tissues. The aci- 
demia, and hypotension is aggravated by the low 
caloric intake, acidifying diets, and the fever 
accompanying exhausting illnesses. An induced 
alkalemia in both diseases would favor lime 
deposition and fibrosis, and such areas would 
naturally become anoxic, therby exerting dele- 
terious effects on the aerobiotic organisms. High 
altitudes cause an alkalemia, hyperventilation, 
and raise blood pressure, all of which are de- 
sirable. Sunlight and suberythema doses of 
ultraviolet irradiation are destructive to the 
bacteria, raise the blood pH; increase cholestero! 
eontent and aid in calcium deposition with fi- 
brosis of the tissues at the site of the deposition 
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Diets found beneficial, as liver, kidney, brain, 
milk, egg yolk, butter and cod liver oil, all 
favor hypercalcemia and lime deposition. Para- 
thyroid and certain fluorine compounds would 
appear indicated also in phthisiotherapy as 
they exert similar effects in the system. 
CONCLUSIONS 

Conclusions are always questionable when 
based upon the realms of probability, but a 
summary of the evidence shows that long-con- 
tinued alkalemic and alkalotie states could well 
be main etiological factors in arteriosclerosis, 
hypertension, Paget’s disease, Buerger’s dis- 
ease, myositis ossificans, and certain calecium- 
metabolic disorders, bone and joint affections, 
ete. 

An Alkalemia could arise through an uncom- 
pensated alkali excess, or from an uncompensat- 
ed carbon dioxide deficit. It results also from 
loss of hydrochloric acid as by vomiting, inges- 
tion of aleohol when it reaches a concentration 
in the blood of one-tenth per cent; from forced 
or shallow breathing; asphyxia; hyperventila- 
tion indueed by hot baths, high altitudes, vaso- 
constricting drugs, tea, coffee, tobacco; fluorine 
compounds, diets limited solely to fruit and 
vegetables on account of excess base-forming 
elements, and to ill-advised long-continued alka- 
lotherapy. 

An alkalemia results in a supersaturation of 
the blood with caleareous matter and causes cal- 
cium deposition in any of the soft tissues by 
throwing out of solution those salts insoluble 
in any but acid media. The vasa vasorum, due 
to their minute size, are first to become ob- 
structed, this in turn leading to an anemic and 
anoxie state of the arterial walls. Local anemia 
and anoxemia in any part favor calcification 
and degeneration. Any tissues more alkaline 
than normal and where the CO: production is 
minimal are liable to lime and lipoid deposi- 
tion. 

An alkalemia acts as a stimulus to the vaso- 
motor center to cause further vasoconstriction 
and a general rise in blood pressure. It exerts 
also a deleterious effect upon both the cireula- 
tion and the cardiac output. An alkalemia neu- 
tralizes the organic acids concerned in main- 
taining in solutions those salts soluble in acid 
media only, and are also necessary for other 
body’s natural functionings. 

Abnormal alkali retention could be a major 
factor in hypertension. 
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Alkalis, as sodium bicarbonate, cause a rise 
in blood pressure, and prevent the release of 
oxygen in hemoglobin. Such a state eventually 
leads to lowered tissue respiration, anemia, an- 
oxia and tissue breakdown. 

Sodium bicarbonate tolerance tests to deter- 
mine the retention of alkali should reveal po- 
tential or latent hypertension, and arterioscle- 
rosis. A long standing alkalemia, and extended 
alkalotherapy, exert destructive effects upon 
the vitamins C and B-Complex, and could well 
cause signs of these avitaminoses. 

A defective blood-enzyme state, as a fault in 
earbon-anhydrase, and other factors preventing 
proper conversion of CO: to carbonic acid will 
lead to an alkalemia and alkalosis. 

The study of the physiology of the acid-base 
equilibrium of the body shows the importance 
of metabolic disturbances in the beginning and 
development of certain disorders, though some 
of these, no doubt, depend upon special dysergic 
conditions of the patient. 

The proper dietary and prophylactic meas- 
ures appearing indicated in arteriosclerosis, hy- 
pertension, and certain other allied, and caleium- 
metabolic disorders, are diets that tend to keep 
the patient on the ‘‘acid side’’. Contraindicated 
are the strict vegetable-fruit diets (on account 
of their high alkalinity ash), and also the milk- 
egg ones (due to high cholesterol content). 
With the exception of kidney, liver and brain 
(for the same reason), there appears no justifi- 
cation in eliminating meat or fish from the diet. 
An induced acidemia, i.e., shifting the pH to 
the acid side, and acid-therapy, (as phosphoric, 
ammonium chloride, ete.) should aid in prevent- 
ing further lime and lipoid deposition. It would 
also exert hypotensive effects though there is in- 
sufficient proof that such a shift would dissolve 
some of the pathologically deposited lime salts 
in the soft tissues. There is a definite ratio of 
ealeium :magnesium :phosphorus in the _ body. 
Additions beyond this ratio of any one of them 
will create a deficiency of the others. A defi- 
ciency may result either from an insufficiency 
of the elements in the diet, or from faulty utili- 
zation, absorption, or interference by certain 
mineral supplements which reduce their avail- 
ability. Though calcium and magnesium ion; 
have many points in common, an excess of the 
one will speed up the elimination of the others. 
When animals (and humans?) are kept on feed- 
ings too high in magnesium carbonate, there re- 
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sults a high incidence of renal caleuli and other 
disorders. These disorders can be corrected, 
and prevented, by the addition of excess calcium 
carbonate to the diets. A magnesium deficiency, 
by causing a relative calcium increase in the 
body (hyperealeomosis), could also be a factor 
in the etiology of arteriosclerosis and like eal- 
cium-metabolic disorders. Magnesium has the 
positive function in the body of ion balance, 
and the maintenance of certain salts in solu- 
tion, ete. 

When extensive degenerative changes have 
oceurred in the arterial walls, the lime salts 
having replaced normal muscular and elastic 
tissues, then any therapeutic measure would be 
of no avail. 
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Routine examinations of the blood should in- 
clude, when possible, the hydrogen ion concen- 
tration. If found to vary from the norm, the 
causes should, be ascertained and corrective 
measures instituted. A more simplified method 
should be devised to permit one to quickly de- 
termine the H-ion concentrations. 


346 N. Vermont Ave. 
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Medicine and the Antitrust Act* 


A Discussion of the Government’s Suit Against 
the American Medical Association 


WALTON H. HAMILTON** 
New Haven, Conn. 


of the Medical 
Profession, and Fellow Students, may I 


R. Chairman, Gentlemen 
begin with two or three words of explanation? 
If I appear before you as a layman, in respect 
to the subject with which we are dealing, you 
appear before me as laymen. We are dealing 
with a technique very different from medicine. 
| shall, so far as I can, avoid the words of the 
law, because they are many, complicated, and in- 
terminable. But the difficulty is more than a 
language difficulty. The process by which the 
law operates is so different from that which you 
employ in your everyday work that it is not easy 
to follow. 

Second, I shall, during the course of this dis- 
cussion, wander to and fro, down the ages. I 
may mention the date 1603, 1623, or 1819, or 
other dates which seem to savour of the antique. 
I would hardly expect if I went into one of your 
offices to find you invoking Galen, Harvey or 
one of the ancient worthies. If, bothered by 
symptoms of mine, you should make reference 
to ‘‘21 Jacobus I, Chapter 3,’’ I should probably 
throw up my hands in horror. But the ways of 
law are decorous and its authorities venerable. 
If mine adversary quotes a case of 1621, and I 


* Reprinted by special permission from the Connecticut State 
Medical Journal, December, 1941. 


** Southmayd Professor of Law, Yale University. 


ean counter with one from the vinting of 1601, 
I take that round. 

Third, when you resort to law, you invoke a 
very stubborn diagnosis. You commit yourself 
to a series of moves which seems interminable ; 
your case moves from court to court; between 
the trial and the appeal courts it may even shut- 
tle up and down. As it goes forward—or back- 
ward—it is, therefore, essential to keep clearly 
in mind exactly what the motion is and what 
stage in the litigation has been reached. 

Finally, my concern is with the case in per- 
spective and in general significance. I have no 
disposition to pass upon the guilt or innocence 
of the parties concerned. I shall review particu- 
lar acts only so far as is necessary to throw in- 
to relief the legal questions which are of profes- 
sional interest. 

This is the autumn of the year 1941; yet the 
events which pass in legal review all occurred 
during the years 1938 and 1939. If you had a 
patient whose symptoms were diagnosed in 1938, 
and in 1941 you were still not free to prescribe, 
I wonder what the practice of medicine would 
be like. Yet the case still remains on the court’s 
calendar and months, even years, may pass be- 
fore finis can be written to the story. 


Late in 1936 a group of government employes. 
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mostly connected with the Home Owners Loan 
Corporation, decided to form a ‘‘medical coop- 
erative’’ known as the Group Health Associa- 
tion. When that was done, the laymen in charge 
went to the officers of the District of Columbia 
Medical Society, disclosed their plans, and called 
for cooperation. In those early months, four 
courses of action were debated by the officials 
of the Medical Society. One was to be strictly 
neutral and ‘‘let the thing go to the devil.’’ The 
second was ‘‘here is an experiment, maybe it 
won’t, get anywhere, maybe it will, let’s lend a 
helping hand. It certainly can’t make good as 
outlined, but maybe it can be converted into 
something that is worth-while.’’ The third was 
to checkmate with a group plan under the aus- 
pices of the local organization. ‘‘Let’s set up a 
scheme of our own which goes in the same di- 
rection, preserves the ancient liberties of the 
profession, and avoids the bad features of Group 
Health.’’ And the fourth was, ‘‘let’s become 
militant and give the thing the works.’’ There 


were people in the Medical Society who took all 
What the general 
sentiment of the Society was it is impossible to 


of these various positions. 


say. The officials were in charge; and, though 
there was delay and difference of opinion little 
by little they drifted toward the fourth position, 
that of militancy. 

The first legal move was a flank attack. The 
officers of the Medical Society persuaded the 
District Attorney to ask the court for a declara- 
tory judgment to the effect that ‘‘Group 
Health’’ was: (a) without a license doing an 
insurance business; and (2) as a ‘‘ 
was engaged in the illegal practice of medicine. 
Generally speaking, the courts will not in the ab- 
stract make a declaration on what the law is. 
Usually they wait for ‘‘a genuine case in contro- 
*? Then the issue is carried up through 
the various tribunals to—as the Chief Justice 
has put it—‘‘the court of ultimate conjecture 
and final error.’’ A declaratory judgment is 
gradually coming into the law. It is to litigation 
what prevention is to the practice of medicine. 
In a word, the law is declared in advance so that 
people may suit their actions to it and avoid the 
bother and expense of needless conflict. 

These motions were in due course argued be- 
District Judge Bailey. He admitted 
‘‘Group Health’’ to be a corporation, but denied 
that it was engaged in practicing medicine. It 
was not the association, but the physicians em- 


corporation’ 


versy. 


fore 
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ployed by it, who were practicing medicine. Nor 
was it concerned with the insurance business. 
Instead its members had banded together into a 
‘‘eonsumers’ cooperative’’ to make a collective 
purchase of medical services. In medicine a dis- 
ease by any other name would be as deadly; 
in law innocence or guilt often wait upon the 
name by which a thing is called. 
corporation practicing medicine—unlawful; a 


Insurance—a 
consumers’ cooperative—legal questions vanish. 

Then came certain moves against Group 
Health by the District of Columbia Medical So- 
ciety. In the 
brought its indictment, charging violation of 
Section 3 of the Sherman Act, popularly known 
as the Antitrust Act. The counts against the So- 
ciety, the American Medical Association, and 
their officials were three in number. The first 
was interference with physicians—both those 


respect to these Government 


who were in the employ of Group Health and 
those who might in future be so employed—in 
‘the lawful pursuit of their calling.’’ The sec- 
ond was interference with Group Health in an 
experiment intended to bring service within the 
financial means of the common people. The 
third was the denial to the public at large of 
whatever benefits might emerge from the pro- 
vision of a more economical medical service. 
All of this was a verbal cloak for a recitation 
of particular acts alleged by the Government to 
lie beyond the tolerance of the law. A physician 
was required to resign his position with Group 
Health as the price of retaining membership in 
the Medical Society. 
staying with Group Health was expelled from 


Another who persisted in 


the Society. A threat of ‘‘discipline’’ was made 
against any member of the Society who permit- 
ted himself to be called into consultation by any 
member of the staff of Group Health. Steps 
were taken to have the hospitals in the District 
of Columbia deny ‘‘courtesy’’ privileges to the 
members of the staff of Group Health. In a 
word, the Government charged a boycott against 
Group Health, the physicians in its employ, 
physicians who took counsel with them, and hos- 
pitals which extended their facilities to them. 

Such, in the broadest terms, are the counts. To 
any indictment, the defendants can enter one or 
another of two pleas. They may admit or deny 
their guilt; if they deny, the case goes to trial, 
and the burden of proof is upon the party who 
alleges illegal conduct. Or they may insist that 
the statute under which they are hailed into 
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court does not prohibit the specific conduct with 
which they are charged. In technical terms, they 
may answer or they may demur; or, in popular 
language, their choice is to say it-ain’t-so or to 
ask what-of-it. 

When, at a preliminary hearing, the defend- 
ants appeared before Judge Proctor, it was to 
ask what-of-it. Their demurrer took three lines. 
First, Group Health was illegal; for a corpora- 
tion, which had no sanction to do so, was illegally 
practicing medicine and selling insurance; and 
surely there was no wrong in interfering with 
an illegal concern. Second, the indictment was 
faulty. It was so colorful and so detailed as to 
prejudice the jury against the individual whom 
it sought to convict.t 

Third—the one which was pressed the hardest 
—physicians are not subject to the prohibitions 
of the Sherman Act. For the law forbids re- 
straint of trade; and, since medicine is not a 
trade, practitioners of medicine cannot possibly 
engage in restraint of trade.* Judge Proctor sus- 
tained the demurrer and the Government took 
an appeal to the Cireuit Court of Appeals.t 

As the appeal was taken, it was the law and 
not the defendants, who went on trial. At this 
stage there was no question of guilt or inno- 
cence; the issue was the abstract one of whether 
physicians could be brought into court for viola- 
tion of the antitrust acts. No more, no less, was 
under consideration than what the law is, and 
whether it applied to the kind of situation recit- 
ed in the indictment. 

The government’s contention was that whether 
medicine is a trade or a profession had nothine 
to do with the case.** It was perfectly willing 
to concede that medicine is a profession, a noble 
profession, a learned profession. But it insisted 
that no question concerning the practice of med- 
icine by a physician was at issue. Instead the 
concern was wholly with the economic arrange- 
ments, under which medicine is made available 


tAt the close of the trial, the attorneys for the defendant 
insisted that the jury should not take a copy of the indictment 
with them when they retired to make up their verdict. 

*This did not stop the same attorneys from analogyzing the 
medical society to an association of working men, and claiming 
for the A.M.A. all the immunities which the courts have ac- 
corded to the trade union. 

tHad the demurrer been overruled the case would at once 
have gone to trial. At this point, the plaintiff has an appeal. 
but not the defendant The reason for the difference is com- 
mon sense. If the case goes against the defendants, they ca” 
argue their demurrer along with their conviction: so no rights 
are lost. But, unless the government can appeal at this point. 
its case can never be brought to trial. 

**Just to get the record straight, a personal c»nfess‘o* is in 
order here. At this point I entered the case in a minor role 
and wrote about half of the government’s brief on the appeal. 
Again, to keep the record straight, I took no subsequent part 
in the proceedings. 


to the people. The doctor can meet his patient 
under any one of an almost infinite number of 
arrangements. Therefore, the heart of the case 
was the economies of medicine, not medicine as 
a profession. 

The appeal presented a question of strategy ; 
the issue might turn upon the line of attack. It 
was possible to exalt the common health, insist 
that current service was inadequate, play up 
Group Health as a great forward movement.t 
Or it was possible to ground the argument in the 
ancient precedents of the common law. In the 
end the more legalistic attitude prevailed; the 
dust was blown off of all the old books; rules, 
principles, citations were sought which, carry- 
ing across decades and even centuries, could do 
doughty duty in a modern bout at law. 

So it was contended that there was here no 
issue over medicine and ‘“‘trade.’’ Rather the 
question was whether certain individuals, who 
happened in the instance to be physicians, had 
been guilty of the offense known at law as ‘‘re- 
straint of trade.’’ If you will write the term not 
as restraint of trade, but as restraint-of-trade, 
you will have a key to the line of argument. 
You cannot look up the word ‘‘restraint’’ and 
the word ‘‘trade’’ in the dictionary, and by put- 
ting them together find what the term means. 
You might just as well, by looking up the sepa- 
rate words try to determine what ‘‘last clear 
ehance’’ or ‘‘due process of law’’’ means. In 
other words, ‘‘restraint of trade’’ is a term of 
art. As such it has little by little accumulated 
its meaning over a period of years. Therefore. 
the meaning of the term is to be discovered in 
the history of the law. 

The question is the meaning of the term as set 
down in the Sherman Act under which the in- 
dictment was brought. This statute which was 
passed by the Fifty-first Congress and became a 
law on the 2d of July, 1891, has had an extreme- 
ly interesting history. The original bill, intro 
duced by Senator Sherman. was a thrust at the 
trusts, just then becoming big and powerful. It 
was aimed at persons who sought to lessen com- 
petition or to enhance the price of goods to the 
consumer. As it was debated it was amended. 


+It is of note in vassing that the apneal was to be arcued 
before a bench of three chosen from a court of six indves 
Since these differed in attitude, experience, legal svecialtv, the 
world that moves beneath the hat, it might make a difference: 
just who was to sit. Since this was not to be known in ad- 
vance, lawyers on both sides were in something of a quandar’ 
as to just what to plead. The government, for instance. might 
have plead the “‘liberal cause” of seeking to promote the co- 
mon health. Instead, it took a conservative stand and bot- 
tomed its case on the common law. 
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and as amendment after amendment was added, 
it lost alike its objective and its integrity. Even- 
tually, as a thing of shreds ‘and patches, it was 
referred to the Judiciary Committee. Despair- 
ing of straightening out the tortuous lines, the 
Committee scrapped the bill and with Senator 
Hoar as draftsman, rewrote the statute. It de- 
fined no new offense. It simply put a ban up- 
on all conduct known to the common law as 
‘‘restraint of trade.’’ 

It is always a task to discover the range and 
meaning of a statute whose lines are as lean as 
the Sherman Act. In this instance the history 
of the measure points the way. The bill which 
was debated was never passed; the bill which 
was passed was little debated. The quest for con- 
tent runs away from the Congressional Record 
to the annals of the courts. There it is discov- 
ered that the reports abound in cases of restraint 
of trade. And, strange as it may seem to the lay- 
men, there are more of these which concern 
medicine than any other calling. In fact an 
appendix to the Government’s brief lists more 
than one hundred eases in which courts had ap- 
plied to the medical profession the doctrine of 
restraint of trade. 

It comes up in this particular way. A doctor 
sells his practice to another physician. He agrees 
for a certain period of time and within a certain 
territory not again to engage in practice. After 
a time the itch of the calling comes upon him, 
and he ean remain idle no longer. Sooner or lat- 
er, the old shingle is hung out again, whereupon 
the doctor to whom he has sold his practice 
brings suit against him for breach of contract. 
When it goes into the court, the doctor who rues 
his bargain pleads, ‘‘ Yes, I have broken my con- 
tract, but the contract is illegal.’’ For what rea- 
son is it illegal? ‘‘Tt is illegal because it is in re- 
straint of trade and therefore void as against 
public policy.’’ Sometimes the court finds for 
the plaintiff and awards damages; sometimes it 
finds the defendant and dismisses the suit. But, 
in every instance, the norm of reference is the 
prohibition against restraint. In fact, so far as 
the cases go, the doctrine of restraint of trade is 
better established in respect to medicine than 
any other occupation. The criminal penalty in 
the Sherman Act is new but the offense is old. 
The sole novelty is in making a misdemeanor out 
of what had long been recognized as a common 
law wrong. 

The Government’s argument was to the effect 
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that the Sherman Act is general; that restraint 
of trade is an offense of which any person, cor- 
porate or natural, may be guilty ; that its domain 
is universal. True, there can be an exception, 
but the exception must be decreed by the legis- 
lature which has passed the act. And every ex- 
ception must be explicit, for adequate cause, by 
proper grant. Exceptions to the general law 
cannot be based upon inference or implication. 

To the Sherman Act a number of exceptions 
have been written. They fall roughly into two 
general classes. The first are in respect to cer- 
tain services where the consumer cannot best be 
served by competition. The public utility com- 
panies are the best example. But in such cases 
the state itself sets up a regulatory commission 
as substitute for competition. The second pre- 
sents an attempt of the state to favor the weak- 
er party to the bargaining process. The best ex- 
ample is in connection with labor. Statutes of 
the United States encourage working men to bar- 
gain with their employers as a unit. The theory 
is that such unity of action is necessary to en- 
courage ‘‘that equality of bargaining power in 
which freedom of contract begins.’’ A like ex- 
ception has been written in favor of farmers’ co- 
operative in the Capper-Volstead and the Agri- 
cultural Marketing Acts. But lest indulgence be 
pushed too far, those statutes provide that if the 
Secreteary of Agriculture has reason to believe 
that the exception in any way tends towards 
monopoly, he shall take appropriate steps to 
hold it within lawful bounds. In all such in- 
stances the attempt is to lift the weaker party 
to an equality in bargaining power; but the 
moment a favored group rises above that plane, 
it transgresses the law. 

So the question occurs, is there any exception 
on which the officials of the medical association 
ean rely? It must, mind you, be explicit and by 
special legislative grant. Take first the Ameri- 
can Medical Association, a corporation of the 
State of Illinois. It was chartered under the cor- 
poration act of a particular state, and it was not 
given a special charter. The instrument under 
which it operates is simply one of hundreds is- 
sued under a general enabling act. It contains 
no saving clause in favor of the medical profes- 
sion. Nor, if there were, would it be of any val- 
ue; for a state of the union can grant no immun- 
ity to a Federal act. 

The Medical Society of the District of Colum- 
bia is, however, upon somewhat firmer footing. 
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Its character came by way of a special act of 
Congress, the very body which passed the Sher- 
man law. If, therefore, a saving clause can be 
discovered within the four corners of the char- 
ter, it is possible to plead an immunity. The 
original grant dates from 1819; as the preamble 
declares the grant was made for the purpose of 
‘*promoting and disseminating medical and sur- 
gical knowledge and for no other purpose what- 
soever.’’ A section of the charter expressly pro- 
vides that ‘‘nothing herein contained shall auth- 
orize the said corporation in anywise to regu- 
late the practice of medical or chirurgical at- 
tendance upon such persons as may need those 
services nor to establish or fix a tariff of charg- 
es.’’ The grant gives to the Medical Society the 
right to license physicians. That power was lat- 
er taken away by an Act of Congress. 


In 1924 Congress amended the charter of the 
Medical Society. Again the purpose was limited 
to promoting and disseminating medical knowl- 


ee 


edge; again was added the words ‘‘and for no 
other purpose.’’ No prohibition covering the reg- 


ulation of fees was deemed necessary, presum- 


ably because Section 3 of the Sherman Act cov- 


ered the matter.t The discussion on the floor 
indicates that Congress desired to limit the activ- 
ities of the Society to its avowed objects. No- 
where is it written that the Society may concern 


itself with the economic aspects of medicine. 


A collateral chapter of history moves to the 
same result. In the sixteenth century, when the 
common law was in the making, the English 
government operated to a large extent through 
corporations of its own creation. All sorts of 
publie funetions were delegated to the half-pri- 
vate, half-publie body known as ‘‘the honorable 
company.’’ One of those charters—a most inter- 
esting document—was issued to the College of 
Physicians of the City of London. It gives to 
that body the right to license all physicians. It 
gives to it the right of ‘‘search and seizure’’ in 
respect to all medicines and medicinal products 
which come to market. The College had its own 
court policed a public domain, imposed its own 
sentences, even sent transgressors to jail. There 
was, in a word, an autonomous control of the 
medical profession by the College of Physicians. 
As the use of private agencies to do publie work 

+In the original debate, leading to the Sherman Act, Senato~ 
Morgan had asked if medicine were not included within the 
proposed measure. Senator Sherman did not know. The Gov- 


ernment in the instant case plead ‘“‘the silence of Congress” 
against any exception. 
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fell away, the ‘‘liberties’’ of the College were 
later restricted. A copy of this old document 
seems to have been before Congress in 1819; 
for a number of paragraphs in the charter of 
the Medical Society of the District of Columbia 
are identical in language with its provisions. It 
is, therefore, significant, that all powers of po- 
lice, and all authority in respect to the economics 
of medicine are omitted from the District So- 
ciety ’s Charter. 

In days of old the law undoubtedly recognized 
immunities in respect to the learned professions. 
At the close of the Middle Ages the affairs of 
the church were rather generally beyond the 
reach of the secular law. But in recent centuries 
the legal trend has been towards a general law 
which treats all alike. As against class or calling 
no principle is today better established than 
‘‘equality before the law.’’ So the Government 
concluded its argument with the statement that 
the law did not spend centuries, first to ahate 
and then to abolish benefit of clergy, to confer 
its immunity upon the more secular calling of 
physician. 

The appeal of the Government was successful. 
The Cireuit Court reversed Judge Proctor and 
overruled the demurrer. A petition by the de- 
fendants to the United States Supreme Court 
was denied. So, after much-to-do over the law, 
the suit eventually went to trial before Judge 
Proctor. In this ordeal the Government put for- 
ward two distinct lines of testimony. The first 
was a series of documents gathered from the files 
of the accused. In accord with its usual proce- 
dure, the Government secured from the court 
and served upon the District Society a subpoena 
duces tecum—‘‘you come into court and bring 
with you.’’ You might almost add to that ‘‘Cum 
filing ease.’’ In other words, ‘‘ Bring all of you~ 
records.’’ It was as if the Government had said. 
‘*These charges must be tried by the facts; we 
haven’t the facts but you have; bring them into 
court.’’ 

If I may be permitted to say so, the officials 
of the Society had behaved like amateurs, not 
like hardened criminals, at the game of restraint. 
They put things in writing which no baron of 
big business would ever allow to escape the 
secrecy of private conversation. An example or 
two will make the matter clear. A resolution be- 
gins, ‘‘ Whereas the Medical Society of the Dis- 
trict of Columbia has an apparent means of hin- 
dering the successful operation of Group Health 
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Association.’’ A statement by an official of the 
Society urges indirect attack, insisting that 
whatever plan is used, it must be ‘‘camouflaged 
‘o the nth degree.’’ It is easy to multiply in- 
stances of such indiscreet statements. 

Second, the Government introduced evidence 
if overt acts on the part of the defendants. As 
s the habit of lawyers, the attorneys for the gov- 
‘rnment tried to make their exhibits as dramatic 
1s possible. They presented instances of indi- 
‘iduals taken to hospitals in the dead of night in 
lemand of immediate surgical attention. As 
isual, it was the zero hour, the cold winds blew ; 
now lay upon the ground. In such circumstance- 
‘'s the patient was turned away, the Group 
Health surgeon was denied the right to operate, 
ind in one instance a junior member of the reg- 
ilar staff was alleged to have run by all the red 
lights and to have performed an unnecessary op- 
eration. There was material for an exciting 
show and the lawyers for the government did 
not stint its use. 

Attorneys for the two sides ‘‘summed up,’’ 
each giving an impartial history of the case from 
his own point of view. Each side prepared pro- 
posed instruction to the jury and passed them 
along to the judge. The judge accepted the ma- 
jority of the instructions presented by the de- 
fense but turned several down. In these instance- 
es the defense took exception as the basis for an 
appeal. As with the defense so the instructions 
prepared by the plaintiff were accepted or re- 
jected at the pleasure of the court. In addition 
the judge delivered a number of instructions of 
his own and sent the case to the jury. The jury 
deliberated a few hours and you know the re- 
sult. The list was called: ‘‘American Medical 
Association’’—‘‘Guilty.’’ ‘‘Medical Society of 
District of Columbia’’—‘‘Guilty.’’ The Amer- 
ican Medical Association and the District Soci- 
ety had violated the Sherman Act but no offi- 
cial or member connected with either had en- 
gaged in restraint of trade. The two corpora- 
tions had acted but without the intervention of 
any human agency whatsoever. The verdict has 
led to the judgment being known around the De- 
partment of Justice as the Case of the Immacu- 
late Conception. 

Yet such a result is not surprising. The judge 
instructed the jury to weigh the whole of this 
evidence in respect to each one of the defend- 
ants. Note the intellectual problem with which 
each of the good men was confronted. Let us list 
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every act that is done along the left of a page; 
let us- list the name of the several defendants 
across the top of the page. Then down the col- 
umns a checkmark is made every time a specific 
act is proved against a particular defendant. 
You can see the intricate problem in imputation 
which is presented. And since twelve true men 
are sitting and the judgment must be unani- 
mous, the checkmarks must go down in the 
same places. 

The Association and the Society has taken an 
appeal to the Cireuit Court. If they lose there; 
they will probably appeal to the United States 
Supreme Court. As to success, these can at this 
time be only an opinion; and in speculation up- 
on what courts will do, doctors are every bit as 
good as lawyers. The best chance for the defense 
would seem to be to set their argument in re- 
verse, insist that physicians are tradesmen, and 
claim whatever immunities have been accorded 
to trade The Norris-LaGuardia Act, 
with its cloak of protection for ‘‘collective activi- 
ties,’’ is a possible refuge, and the recent deci- 
sion in U. 8. v. Hutchinson might prove a sane- 
tuary if physicians can prove to the court that 
they belong under an umbrella erected for the 
carpenters’ union. But, since benefit of clergy 
has gone, it is hard to see where else they can 
find an immunity for the profession.* After all 
these years the ease is still unfinished business— 
and we shall see what we shall see. 


unions. 


In conelusion, may I append two or three per- 
sonal comments. First, nobody is called upon to 
like Group Health. Physicians are free to talk 
about it, write about it, damn it just as much 
as they please. But when they combine to diec- 
tate to hospitals that members shall not be put 
upon their staffs whose sole offense is active 
participation in a new form of medical organi- 
zation, that is going a little bit too far. Persua- 
sion is one thing, a concerted boyeott something 
else again. Nor is it quite persuasion to ask for 
immunity for doctors in respect to conduct that 
would. not be tolerated on the part of big busi- 
nessmen. 

Second, it seems to me almost mediaeval to get 
a question of this kind settled by resort to the 
courts. Surely some reference ought to be found 
a little more modern than a norm of restraint of 
trade whose -meaning was fixed in the law at 

*One, at least in a footnote, may be permitted to remark 
that it hardly seems consistent to argue (1) that medicine is 


not a trade, and (2) that a medical society is entitled to the 
legal immunity of a trade union. 
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least as early as 1621. Nor does an interminable 
legal process, in which a case shuttled around the 
courts for years, appear an ideal way of deciding 
how far an organized group of physicians may 
go in giving effect to their views. 

Third, the distinctive character of the physi- 
cian’s service should have greater recognition 
than has been accorded it here. It is not like 
things which are bought and sold; it is not even 
like other services. Any one of you can draw up 
a catalogue of differences; a couple of items is 
enough to drive home the point. One is that the 
practice of medicine is essentially a publie—even 
if not a governmental—office. In your dealings 
with us a doctor is not a stranger that we meet 
and bargain with at arm’s length. We as laymen 
have little capacity to judge the quality of your 
work. In the very nature of things you hold an 
office in trust ; you must protect our interests as 
well as your own. Two, medical services cannot 
be marketed as are ordinary goods. There is no 
unit of weight, length, time, by which a doctor’s 
work for us can be measured. An hour with an 
expert diagnostician is worth a hundred hours 
with a routine practitioner. Medicine is an art ; 
the mark of art is quality; quality cannot be 
measured. In a word, in appraising medicine, 
the techniques of the market are out. 

Finally, the question of the economic arrange- 
ments under which medicine is to be practiced is 
insistent. In the instant case the Government 
took the position that as between ‘‘ private prac- 
tice’’ and group health it played no favorites; 
that its demand was only for a fair field and no 
favors. And to the same effect the judge charged 
the jury. But neither physicians nor the great 
laity they serve can afford so Olympian an atti- 
tude. The private practice of old has, whether 
you like it or not, been modified beyond recog- 
nition. New economic arrangements have ap- 
peared under which people have access to the 
facilities of health. Of change there is no better 
evidence than that Group Health could not ear- 
ry on without aecess to hospitals and to special- 
ists with whom they could consult. Change has 
come, yet it has been little directed. The old is 
departing; yet there is no new order to replace 
it. 

The plain truth is that the economic organiza- 
tion in medicine is backward compared to its 
technology. Private practice is no longer ade- 
quate to the needs of the nation; and I agree 
with you that medicine lends itself more clum- 
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sily than almost any other service to a regiment- 
ed system under state control. Somewhere in 
between the answer lies; as the economies of 
medicine is brought up to date, invention must 
get in its work. The professional independence 
of the physician must be retained; yet his work 
must be set within arrangements which bring 
the requisites of well-being to the great mass of 
the American people at prices they can afford to 
pay. If I may restore to currency an old term, 
the task is, amid the modern condition of life, 
to devise ways and means by which the doctor 
becomes again the great personal instrument of 
‘*the common health.’’ 


Yale University. 
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DECONTAMINATION OF EYES AFTER 
EXPOSURE TO LEWISITE 

Reference is made to a news release under date 
of Mareh 31, 1942, regarding the treatment of 
Lewisite burns of the eyes with hydrogen per- 
oxide. Further carefully controlled work con- 
ducted by the National Research Council indi- 
cates that hydrogen peroxide is entirely inef- 
fective for treatment. Washing with large 
amounts of 2 per cent solution of sodium bicar- 
bonate in water or with plain water is the most 
effective treatment, and should be earried out 
as soon as possible after exposure. 


Three important agencies—the Federal Security Agency, the 
Office of Civilian Defense, and the American Red Cross—have 
agreed upon plans to assist civilian victims of enemy action, 
in case of bombing. 

Immediate responsibility for the care of persons injured as a 
result of enemy action is placed upon the Emergency Medica! 
Service of the U. S. Citizens’ Defense Corps. The Red Cross 
will assist in furnishing nurses’ aides, stretcher teams, ambu- 
lances, and supplementary equipment; it will not duplicate the 
work of the Emergency Medical Service. 

Because of the long experience of the Red Cross in disaster 
relief, the joint statement of the Red Cross and the Federa! 
Security Agency states that the Federal Security Administrator 
will look to the organization, facilities, and resources of the 
Red Cross to provide food, clothing, and temporary shelter for 
masses of individuals in the emergency period during and im- 
mediately following enemy attack when special facilities mus 
be made available. 

The Red Cross will continue these special functions only un- 
til the regular Federal, State, and local public agencies whic! 
have the normal responsibility for meeting the needs of de 
pendent persons can make their services available after th« 
emergency. The Red Cross will provide additional services t 
the appropriate public authorities, upon their request, to sup 
plement normal community facilities. 

The joint statement of the Red Cross and the Office of Civi 
lian Defense makes it clear that emergency feeding and hous 
ing, though similarly recognized as a responsibiltiy of the Re 
Cross, is a function of the over-all emergency services of th 
Citizens’ Defense Corps. This service thus operates under th: 
control of the Commander of the Defense Corps in accordanc: 
with detailed plans to be worked out jointly by the Command 
er, the Red Cross Chapter, and local public welfare agencies 
much as the Red Cross operates as an auxiliary of the Arm: 
on the field of battle. At the same time, it is agreed tha 
where an emergency food and housing corps has already bee! 
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independently organized and equipped, no duplication of its 
facilities should take place; its organization should be coor- 
dinated with the Red Cross and if possible consolidated. 


The two joint statements provide the means through which 
the work of the Government dovetails with the work of agen- 
cies voluntarily supported by the public. The 3734 Red Cross 
Chapters can now work on a common understanding with local 
defense councils and public welfare and health agencies in 
every county in the United States—for the safety and welfare 
of the American people. 


JOINT STATEMENT 
OFFICE OF CIVILIAN DEFENSE 
AND 
AMERICAN RED CROSS 


To secure unity of effort and avoid duplica- 
tion of facilities in meeting civilian needs aris- 
ng from enemy action, this statement is issued 
by the Office of Civilian Defense and the Amer- 
ican National Red Cross for the guidance of De- 
fense Councils and Red Cross Chapters. 

It is the responsibility of local Defense Coun- 
cils to see that adequate provision is made for 
all services required in the event of bombing or 
other enemy attack. During an emergency 
period the Commander of the Citizens’ Defense 
Corps will exercise control over all such services. 

With respect to emergency medical services 
and emergency feeding, housing, and clothing, 
provision should be made in each community in 
conformity with the following principles: 

Emergency Medical Services 

During bombing or other enemy attack, all 
services are directed from the Control Center in 
charge of the Commander of the Citizens’ De- 
fense Corps. Responsibility for the care of those 
injured as a result of enemy action rests with 
the Emergency Medical Service of the Citizens’ 
Defense Corps under the directon of the Chief 
of the Emergency Medical Service. 

Red Cross Chapters assist the Emergency 
Medical Service by (a) recruiting and training 
Volunteer Nurses’ Aides who will be utilized by 
the Emergeney Medical Service at Base and 
Casualty Hospitals, Casualty Stations, and First 
Aid Posts; (b) furnishing lists of persons train- 
ed in first aid to be enlisted by the Emergency 
Medical Service as members of its stretcher 
teams; (¢) providing dressings, bandages, and 
supplementary equipment as the Chapter may 
decide in consultation with the Chief of Emerg- 
ency Medical Service; (d) equipping and oper- 
ating emergency ambulances to be assigned to 
the Emergeney Medical Service and to serve 
under its direction; (e) providing supplement- 
ary transportation for walking injured and for 
Emergency Medical Service personnel. During 
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the emergency period, ambulances and motor 
units assigned to such transportation service will 
be under the direction of the Chief of Emerg- 
ency Medical Service or the Transport Officer. 
The Emergency Medical Service of the Office 
of Civilian Defense will not be duplicated by 
the Red Cross but will be utilized by the Red 
Cross in natural disasters. 

Emergency Feeding, Housing and Clothing 

In the joint statement dated April 17, 1942 
of the Office of Defense Health and Welfare 
Services and the American Red Cross it is 
agreed : ‘‘ With respect to the emergency period 
during which special facilities must be made 
available to meet emergency needs without no- 
tice, the Federal Security Administrator will 
look to the organizations, facilities and resources 
of the American Red Cross to provide food, 
clothing and temporary shelter.’’ These servic- 
es will be provided locally during an emergency 
period by the Red Cross under the control of 
the Commander of the Citizens’ Defense Corps 
in accordance with detailed plans to be worked 
out jointly by the Commander, the Red Cross 
Chapter, and the public welfare authority. 

Defense Councils should avoid duplication of 
these facilities. Where an Emergency Food and 
Housing Corps has already been organized and 
equipped to the satisfaction of the Commander 
of the Citizens’ Defense Corps, its function 
should be coordinated with those of the public 
welfare authorities and the Red Cross Chapter 
and if possible consolidated. 

After the emergency period the appropriate 
publie agencies are expected to undertake the 
care of civilians in accordance with plans devel- 
oped in conjunction with the Office of Defense 
Health and Welfare Services and the Federal 
Security Administrator. Funds will be made 
available for this purpose by the Federal Gov- 
ernment through the Federal Security Adminis- 
trator. Local welfare agencies and Red Cross 
Chapters should be guided in their relationship 
by the agreement signed on April 17, 1942 by 
the Office of Defense Health and Welfare Serv- 
ice and the American Red Cross. 

All Red Cross volunteers enlisted in the 
emergency feeding and housing service, and all 
other Red Cross volunteers who are to be in 
service during and following bombing or other 
enemy action, will register with the local Civi- 
lian Defense Volunteer Office. The cards of all 
such registrants are to be marked so as to show 
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that those volunteers are in Red Cross service. 
In order to obtain necessary freedom of move- 
ment during, and immediately after enemy ac- 
tion, Red Cross personnel certified to the Com- 
mander by the chapter for emergency feeding, 
housing, and clothing services will be furnished 
with identification cards issued to Citizens’ De- 
fense Corps personnel, and will be authorized 
to wear the official armband. 

This statement supersedes the joint: statements 
of September 4 and December 22, 1941. 

James M. Landis, Director 
Office of Civilian Defense. 

Approved : 

Norman H. Davis, Chairman, 

American Red Cross. 





JOINT STATEMENT OF THE OFFICE OF 
DEFENSE HEALTH AND WELFARE 
SERVICES AND THE AMERICAN 
RED CROSS CONCERNING 
DISASTER, RELIEF AND 
CIVILIAN WAR AID 

The purpose of this joint statement is to pre- 
sent a plan which is clearcut and readily un- 
derstood, locally as well as nationally, for the 
distribution of functions pertaining to Disaster 
Relief and Civilian War Aid. This plan avoids 
the creation of unnecessary machinery, preserves 
the values inherent in retaining established agen- 
cies — public and private — without impair- 
ment of their normal functioning, is suscept- 
ible of application in all jurisdictions, and is 
effective without change in principle, or meth- 
od, in major or minor emergencies. It recog- 
nizes the basie responsibility of government for 
Civilian War Aid and of the American Red 
Cross for Disaster Relief. 

Background 

On September 4, 1941, a general understand- 
ing was reached between the American Red 
Cross and the Office of Civilian Defense which 
stated in part that since ‘‘the Red Cross is the 
responsible agency for the relief of suffering 
caused by disaster, both in peace time and in 
the National Defense Emergency, by providing 
food, clothing, shelter, medical and nursing care, 
and other basic necessities’, it should serve in 


the ‘‘emergency care and rehabilitation of indi- 
viduals and families suffering from disaster 
caused by enemy action’’. 

On February 4, 1942, an understanding was 
reached between the Office of Civilian Defense 
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and the Office of Defense Health and Welfare 
Services covering the relationships between 
those two offices. The substance of that state- 
ment is that, while the OCD coordinates the 
work of the Federal Departments relating to 
civilian defense and promotes the development 
of state and local Defense Councils and pro- 
grams, the ODHWS is the agency through which 
the OCD works with respect to all activities of 
Federal and national agencies in the field of 
health, welfare, education, nutrition, recreation, 
and related services. 

On February 6, 1942, the President author- 
ized the Federal Security Administration to pro- 
vide such aid to the civilian population as may 
be necessitated by enemy action. 

Definitions 

In the interest of clarity, the term ‘‘disaster’’ 
will not be used in connection with emergencies 
created by enemy action. Through long usage 
the term ‘‘Disaster’’ has come to have special 
significance as referring to natural and acci- 
dent-caused situations, usually catastrophic in 
nature, such as hurricanes, tornadoes, and other 
destructive windstorms; floods; fires; explo- 
sions; and epidemics. The term ‘‘disaster’’ has 
a peculiar connotation which makes its use ill 
advised in connection with emergencies result- 
ing from enemy action. Therefore, the word 
‘*disaster’’ will be used to refer only to natural 
and accident-caused situations, whereas the 
term ‘‘civilian war aid’’ will be used to de- 
seribe the relief aspects of situations created by 
enemy action. The hazards which may involve 
aid to civilians affected by war operations in- 
elude civilian needs resulting from enemy at- 
tack or the danger thereof or from action to 
meet such attack or danger and the removal of 
civilians because of military necessity. 

Needs 

The human needs for Civilian War Aid aris- 
ing out of an emergency created by enemy ac- 
tion are in general the same as those arising out 
of disaster. 

These needs may be dealt with in three stages : 
(1) on a mass basis immediately following the 
emergency ; (2) on a temporary individual basis 
following the restoration of normal community 
facilities; and (3) on a long-time basis through 
indemnity or other benefits. 

The need for services will be most pronounced 
immediately following the emergency before the 
community facilities begin to operate normally. 
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or in communities which are so devastated that 
money will not meet the need for necessary 
zoods and services through ordinary channels. 
Such services include: inquiry and information 
service ; first aid and emergency medical service ; 
more extended medical, nursing and hospital 
care; transportation of persons and their neces- 
sary belongings, and appropriate services en 
route; food and mass feeding ; clothing; shelter, 
temporary and long-time; household furnish- 
ings, workmen’s tools, and stock-in-trade of 
shopkeepers ; occupational aid; and aid to fam- 
ilies returning to their original homes or being 
resettled in new locations. 


Where the normal facilities of the community 
are not so seriously disrupted by the enemy ac- 
tion that persons with money cannot procure 
the necessary goods and services, the Federal 
Security Administrator will make temporary aid 
available through the facilities of the Social Se- 
curity Board and appropriate State and local 
public agencies which are now responsible for 
meeting the needs of individuals and families. 
On a long-time basis persons who are injured 
and dependents of persons who are injured or 
killed may receive continuing assistance in the 
form of indemnity benefits, in the nature of 
workman’s compensation but not restricted to 
wage-earners, through the Social Security Board. 


With regard to medical, nursing, and hospital 
care, the Federal Security Administrator has 
designated the U. S. Public Health Service and 
the cooperating State and local public health de- 
partments as the responsible agencies, utilizing 
funds made available to the Federal Security 
Administrator. The American Red Cross will 
supplement medical, nursing, and hospital care 
in accordance with such plans as may be devel- 
oped between the U. S. Public Health Service 
and the American Red Cross, with the approval 
of ODHWS. 


The Federal Security Administrator, working 
through the Social Security Board and appro- 
priate State and local public agencies, will make 
provisions for the long-time maintenance of civi- 
lians affected by enemy action, the provision of 
household furnishings and of long-time or per- 
manent shelter (including repair and rebuilding 
of homes), occupational assistance, and aid to 
families returning-to their original homes or in 
need of permanent resettlement elsewhere. 
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Policies and Procedures 

(1) -The American Red Cross, under its 
Congressional Charter, is the responsible agency 
for extending relief in natural disasters and 
those caused by accident or sabotage, whether 
they oceur in peacetime or in war-time. As in 
the past, the Red Cross in extending such relief 
will be supported and assisted by the appropri- 
ate governmental agencies and facilities. 

(2) The Federal Government has basic re- 
sponsibility for the protection, welfare, and care 
of the civilian population in emergencies result- 
ing from enemy action. In view of the Presi- 
dent’s allocation to the Federal Security Ad- 
ministrator on February 6, 1942, and pending 
legislation to make such functions more perma- 
nent, it is assumed that necessary funds will 
continue to be available to provide for all needs 
of civilians affected by enemy action. 

(3) With respect to the emergency period 
during which special facilities must be made 
available to meet emergency needs without no- 
tice, the Federal Security Administrator will 
look to the organization, facilities, and resources 
of the American Red Cross to provide food, 
clothing, and temporary shelter. As soon after 
the emergency as the Federal Security Adminis- 
trator determines that aid can be extended 
through normal channels, he will carry out his 
function through the regular Federal, State and 
local public agencies which are now responsible 
for meeting the needs of dependent individuals 
and families, and the Red Cross will arrange for 
the orderly termination of its emergency aid. 

(4) With regard to food, clothing, and tem- 
porary shelter, the American Red Cross will 
use its organization, facilities, and resources, in 
conformity with this joint statement and such 
additional detailed plans as may be developed by 
it and the Federal Security Administrator. The 
American Red Cross will function in every com- 
munity on the basis of conditions agreed upon by 
it with the State and local Public Welfare Agen- 
cies in conformity with this joint statement and 
with such additional detailed instructions as 
may be agreed upon by the Federal Security Ad- 
ministrator and the American Red Cross. In 
addition to providing food, clothing, and tem- 
porary shelter, the American Red Cross will, 
where appropriate, provide inquiry and inform- 
ation service and assist in the transportation of 
persons, and their necessary belongings, in con- 
nection with Civilian War Aid. 
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(5) The American Red Cross is prepared to 
undertake appropriate added responsibilities for 
sufferers from war-caused emergencies and will 
provide assistance and services supplemental to 
those made available by public agencies in those 
cases which are referred to it by the public 
agencies for consideration of special. needs and 
services. 

(6) Should enemy action cause needs for 
food, clothing, and temporary shelter of such 
magnitude as to be beyond the normal scope of 
voluntary financing, or should the Federal Se- 
curity Administrator even in situations within 
the normal scope of voluntary financing prefer 
to discharge the Government’s basic responsi- 
bility by financing these needs, the Federal Se- 
curity Agency will make payment for the majo~ 
expendable items, after the fact and upon pre- 
sentation by the American Red Cross of proper- 
ly certified vouchers. In all activities which the 
American Red Cross undertakes, detailed ac- 
counting will be maintained in accordance with 
existing procedures so that adequate vouchers. 
properly audited by the War Department, may 
be presented. 

(7) Sinee the operating details of Civilian 
War Aid will vary in the communities according 





August, 194: 








to existing facilities and practices, the State and 
local agencies designated by the Federal Secur- 
ity Administrator will work out the details of 
local operations with chapters of the American 
Red Cross. At each level, the government has 
basie responsibility for meeting the needs and 
the American Red Cross will work out the de. 
tails with the responsible state and local public 
authorities in the same way that it has worked 
out the national policies and procedures with the 
Federal Security Administrator in order that 
the local operations will conform to the general 
principles and procedures stated herein. 

(8) The American Red Cross National Or- 
ganization will arrange immediately for compli- 
ance with the provisions of this joint statement 
by its local chapters. Similarly, the Federal Se- 
eurity Administrator will use all reasonable 
means to secure compliance by State and local 
governmental authorities. 

Approved : 
PAUL V. McNUTT, Director 
Office of Defense Health and Welfare 
Services 
NORMAN H. DAVIS, Chairman, 
' American Red Cross. 











WARNER W. WATKINS, M. D. 
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Secretary 
El Paso County (Texas) Medical Society 




















SOUTHWESTERN MEDICATI 
| ASSOCIATION 
(Louis W. Breck, M. D., Associate Editor) 





The associate editor was fortunate enough to 
attend the Arizona State Medical Association’s 
Meeting held in Prescott and there contacted 
the President of the Southwestern Medical As- 
sociation, Dr. C. A. Thomas of Tueson, and 
many of the other men in Arizona, who are high- 
ly interested in the Southwestern Medieal As- 
sociation. It seems the concensus that no meet- 
ing be held this year and all.members of the Ex- 





ecutive Committee have cast their vote agains! 
meeting this fall. The members of the Executive 
Committee from New Mexico and El Paso were 
definitely opposed to the Meeting, as were thos: 
from Arizona.’ It was felt that a poor attend 
ance would be much worse than none at all. Wit): 
sO many men in the army it would be very dif 
ficult for those at home to leave town for a med 
ical meeting, and all in all seemed quite im 
practical. The Executive Committee hopes this 
meets with the approval of the membership of 
the Southwestern Medical Association. 

The news about the meeting is the principa! 





Augu 


news 
to th 
port. 
of Pa 
ed th 
Mexi 
not 0 
tionec 
share 
enert 
ing tl 


At 
Siaff 
Was: 


Cas 


Erich 


aie 


Aft 
Conv 
enjoy 
tiful | 
the ir 
Auxil 
and ¢ 
not a 

Ou 
to mi 
not 01 
intere 

Ho 
to. ca 
our ) 

Dei 

Nu 

The 
endea 


Fu 














August, 1942 


news item, and except for many members going 
to the armed forces, there is little more to re- 
port. We were pleased to note that in the report 
of Paul V. McNutt on what states had contribut- 
ei their share of doctors, both Arizona and New 
Mexico were mentioned, and while Texas was 
not mentioned in this group it was not men- 
tioned in the list which had not contributed their 
sare. We are proud that during this national 
emergency the doctors of the southwest are do- 
ig their part. 
LOUIS W. BRECK, M. D. 
Secretary. 





EL PASO COUNTY (TEXAS) 
MEDICAL SOCIETY 
(W. John Pangman, Associate Editor) 





At the meeting of the City-County Hospital 
Staff, Wednesday, June 17, 1942, the program 
Was: 

Case of peritonitis of unusual origin—Dr. 
Erich Spier. 





ARIZONA STATE MEDICAL 
ASSOCIATION 
(J. D. Hamer, Associate Editor) 





AUXILIARY NEWS 


PRESIDENT’S MESSAGE 

After attending the Arizona State Medical 
Convention in Preseott May 25th to 30th and 
enjoying the gracious hospitality of the beau- 
tiful mountain city, I felt greatly encouraged by 
the interest shown in the work of the Woman’s 
Auxiliary. We realize during this time of strife 
and peril in the world at large, that our task is 
not an easy one. 


Our membership is being depleted by the call 
to military service of many of our doctors. This 
not only disrupts our home life but disturbs our 
interests in local welfare. 

However, as wives of doctors we will continue 
to. carry on the furtherance of the policies of 
our National Organization, such as: 

Defense war work in its many branches. 

Nutrition for home and community. 

The vital caneer control through educational 
endeavor. 


Furthering the distribution of HYGEIA, the 
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health magazine which is full of vital health 
suggestions for our youth and adults as well. 

To assist in any legislation measures when our 
Council advises. 

To be of service to our local organizations 
when called upon to take part in any health 
problems which might arise. 

To establish interest in the study of the Bulle- 
tin of the Woman‘s Auxiliary to the American 
Medical Association. 

And, in general, to broadeast that ‘‘an ounce 
of prevention is worth a pound of cure’’ when 
it comes to keeping our bodies and minds in a 
fit condition to meet and cope with any emerg- 
ency that might occur. 

Landonia C. (Mrs. H. P.) Mills 
State President, 

Woman’s Auxiliary to the 

Arizona State Medical Association. 





REPORT OF PRESCOTT MEETING 

The twelfth annual convention of the Wom- 
an’s Auxiliary to the Arizona Medical Society 
was held in Prescott, Arizona, May 28th and 
29th. While the attendance was a great deal 
smaller than at previous state conventions, due 
mostly to war conditions, a worth-while pro- 
gram was put on and a delightful time was en- 
joyed by all. Yavapai County Auxiliary spared 
no efforts in seeing that this was done. 

The members met for an informal roundup 
Wednesday evening, May 25th, at the Hassa- 
yampa Hotel. Thursday at 10 A.M., the pro- 
gram opened with the invocation by Rev. How- 
ard Hayes. After an address of welcome by 
Mrs. James H. Allen, President of Yavapai 
County Medical Auxiliary, and the response by 
Mrs. V. G. Presson of Tueson, the regular rou- 
tine business session followed—reports of state 
officers, county presidents and committee chair- 
men. 

An attractive exhibit from Arizona was sent 
to the National Convention at Atlantic City 
this year. Being so large it was impracticable to 
show same at Prescott. The exhibit was a com- 
bination of pictures mounted on a blue back- 
ground and framed. The pictures were of a 
sanatorium, a crippled children’s home, a pre- 
ventorium, a hospital, et cetera, that the differ- 
ent county auxiliaries had aided financially dur- 
ing the past year. 

Mrs. E. Payne Palmer of Phoenix was elected 
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delegate to the national convention at Atlantic 
City. 

After the business session Dr. Henry 8S. Rog 
ers, President of California State Medical As- 
sociation, gave a talk on ‘‘ Responsibility of the 
Medical Profession and the Woman’s Auxiliary 
in the Present Crisis.’’ 

At 1 P. M. Thursday a luncheon was given at 
the Congregational Church, after which the 
members enjoyed a tour through the Veterans’ 
Hospital at Whipple Barracks and a tea at the 
home of Mrs. John E. Fahey, Whipple Barracks. 
In the evening the doctors joined the women at 
a dinner dance at the Hassayampa Hotel. 

Friday, May 29th, after a short business ses- 
sion the members listened to Dr. Hilda Kroege™ 
of Phoenix give an interesting talk on the Jan- 
anese Concentration Camp near Prescott whicl 
she had just visited. The new officers for the 
coming year were next installed and the new 
president, Mrs. Harlan P. Mills, took over the 
office. of president. Another delightful lunch 
eon was served to the members at the Hassa 
yvyampa Country Club at 1 P. M. 

Mrs. B. B. Edwards. 





TWENTIETH ANNUAL CONVENTION 
WOMEN’S AUXILIARY 

The 20th annual convention of the Women’s 
Auxiliary to the American Medical Association 
was held at Haddon Hall, Atlantie City, New 
Jersey, June 8-12, 1942. 

In spite of chaotie world conditions the meet- 
ing was a very large and successful one. The 
excellence of convention facilities, the beauty of 
natural setting, of color and architecture, and 
the pungent, salt-air breath of the deep sea, 
make Atlantic City the greatest convention city 
in the world. 

Pre-convention meetings were held on Sunday, 
when members of the hospitality committee wel- 
comed members and guests of the W. A. 

On Monday morning a meeting of the Board 
of Directors was presided over by the president, 
Mrs. R. E. Mosiman. A discussion as to wheth- 
er the exhibits should be continued at the na- 
tional A. M. A. conventions finally ended in a 
vote for the discontinuance of the exhibits at 
the national meetings but left to choice for state 
meetings. 

On Monday afternoon, a most delightful tea 
was given in the Garden Room of Haddon Hall, 
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honoring Mrs. R. E. Mosiman, president, an:| 
Mrs. Frank Haggard, president-elect, for mem- 
bers of the National Board of Directors an:| 
guests. The graciousness of the hostesses, espe. 
cially in making all guests feel so completely at 
home, made it a memorable occasion. 

Your Arizona delegate was welcomed most 
cordially by the president, who spoke most com- 
plimentary of her. visit to Arizona.’ She lauded 
in particular the splendid work of Mrs. Jesse |). 
Hamer, who at that time was chairman of the 
legislative commission. 

Tuesday morning marked the formal opening 
of the convention. Cordial greetings were ex- 
tended by Dr. William J. Carrington. Various 


reports of officers and of chairmen of conven-: 


tion committees were read. Outstanding on this 
program was the inspiring address of the presi- 
dent, Mrs. R. E. Mosiman. 

Following the formal opening, a luncheon 
honoring the past president of the W. A. to the 
A. M. A. was given. Dr. Frank H. Lahey, pres 
ident of the A. M. A.; Dr. W. W. Bauer, dircet- 
or, bureau of health and education, and Mrs. 
Aug. S. Kech, director of health education, gave 
very fine, as well as helpful, talks. 

Tuesday evening marked the opening genera! 
meeting of the A. M. A. Great numbers of the 
W. A. were in attendance and were greatly im- 
pressed by the timely and well-delivered addres: 
of Dr. Fred W. Rankin, who had just been in- 
troduced and installed as president of the A. 
M. A. by Dr. Frank H. Lahey, retiring presi- 
dent. 

At the session on Wednesday morning, thic 
very fine inaugural address of the president 
elect, Mrs. Frank Haggard, was the outstandin: 
feature. Dr. Rankin and Dr. Morris Fishbeii: 
were the capable speakers at a luncheon follow- 
ing this session. 

The annual dinner for members’ husbands 
and guests was held on Thursday evening. As 
always, it was a gala affair with a large attenc- 
anee. Dr. Raimundo de Castro of Havan:. 
Cuba was the guest speaker. He had just rv- 
turned from various war zones and had much «! 
interest to relate and left a message to the W. ‘. 
which will inspire them on to better and greate 
work in National Defense. Dr. de Castro told «/ 
the heroism of the valiant women of the Phili| 
pines, who are even offering the supreme sacr 
fice with their husbands on the battlefields. 1) 
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Cuba, he said, the women were working side by 
side with their husbands in the hospitals. In 
foreeful language, he made one realize the tre- 
mendous amount of good that the W. A. can ac- 
omplish and the valuable assistance it can give 
o the doctors in these critical times. 

The 20th annual meeting came to a brilliant 
-limax with the reception and ball for the retir- 
ng and new officers of the A. M. A. It was my 
‘ood fortune on this occasion to have a nice long 
hat with the new president of the W. A. 


Mrs. Haggard is a woman of charm with a 
‘inning personality. She spoke of a contem- 
lated visit to Arizona in the near future, at 
vhich time she hopes to meet the members of 
‘he Arizona Women’s Auxiliary. Her message 
o the Arizona W. A. was not to branch out 
ulong new lines but to continue along the old 
‘ines, stressing nutrition, public health relations 
legislation and the distribution of Hygeia. With 
these branches well taken care of throughout 
the country a great and needy work can be ac- 
complished. 

It was an honor indeed to represent the Ari- 
zona W. A. at the 20th annual convention. Your 
delegate is deeply grateful of the honor and 
was proud of the report submitted by your past 
president, Mrs. Edwards. 


—Mrs. E. Payne Palmer. 








COMMUNICATIONS 





Sir: 

I am sorry to tell you that in view of travel 
restrictions and the general war situation, we 
very reluctantly decided to call off the Seventh 
Harlow Brooks Memorial Navajo Clinie for this 
year. 

Everyone seems to regret the necessity, but 
thinks it was the only thing to do. 

We had a humdinger of a program lining up 
—Dr. Albee and Dr. Donnett from New York, 
Elmer Belt from Los Angeles, and just a swell 
bunch of other fellows. I finally got cold feet 
and decided I didn’t want a high powered pro- 
gram with no audience. 

Dr. Greer has been ordered to sea duty. Dr. 
Sechrist of Flagstaff is reporting for examina- 
tion in a few days. 

I appreciate your interest and I hope you ean 
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come to our Victory Session in 1943, after we 
have Adolph and Hirohito in the bag. 
’ Very sincerely, 
C. G. SALSBURY, 
Medical Director, 
Sage Memorial Hospital 
Ganado, Arizona. 








MISCELLANY 





ON ALLERGY 

There has been a good deal of confusion in 
recent years brought about by the inaccurate 
use of the word ‘‘allergy.’’ Consequently, you 
hear the statement made frequently that ‘‘very 
few cases of hives are allergic,’’ or that ‘‘many 
eases of asthma are not allergic,’’ et cetera. 
What the speaker really means is that he can- 
not establish the fact that they are atopic. It 
is to be emphasized here that clinical allergy 
may be of several types: (1) atopy, or the famil- 
ial type; (2) contact type; (3) bacterial type; 
(4) serum type; and (5) physical type. Dur- 
ing the last two years leaders in this specialty 
have been pointing out that under this broader 
classification almost all cases of vasomotor rhi- 
nitis, bronchial asthma, hives, and eczema are 
allergic and fall into one of these classifica- 
tions. They usually represent an abnormal re- 
sponse to what is ordinarily a harmless sub- 
stance, and the reaction is characterized by the 
release of a chemical substance producing a lo- 
eal tissue dropsy through increased capillary 
permeability. This chemical substance, referred 
to by Lewis as ‘‘H-substance,’’ is histamine or 
closely related material. Atopy is recognized 
as the common form and the one which most 
writers refer to when they use the term ‘‘al- 
lergy’’ in a too restricted sense. This atopy has 
a familial distribution. Whether it is inheritable 
is still an open question, but it certainly runs in 
families. It is accompanied by transferable anti- 
bodies, so that one can do passive transfer tests 
with the blood of its victims. 

Likewise, we have come to appreciate that 
with infection there is an allergic factor. In 
fact, in most infections the symptoms which the 
patient manifests are dependent upon the de- 
gree of allergy present. It is the allergic attack 
that makes the patient sick. Certainly this is 
true of many infections other than tuberculo- 
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sis, and we now realize that bacteria may play 
three different roles in the presence of an aller- 
gic disease. The victim may be atopically aller- 
gic to the protein of the bacteria. The victim 
may be allergic in the tuberculin sense, and this 
is what is meant by the bacterial type of allergy. 
linally, the infection may be complicating the 
allergy and, by lowering the general health of 
the victim, may be a precipitating factor in the 
production of the allergic manifestations.— 
Jo. Ind. St. Med. Assoc. 


PNEUMONIA 

At the present time, the drug of choice in the 
treatment of all pulmonary infections is sulfa- 
diazine. This includes infections caused by the 
pheumococecus, the streptococcus, the staphylo- 
coceus and the Friedlander bacillus. This state- 
ment receives support from the fact that clinical 
experience and experiments on the relative ef- 
ficiency of sulfanilamide, sulfapyridine, sulfa- 
thiazole and sulfadiazine indicate that sulfa- 
diazine is less toxic and more effective than the 
others. Recent reports indicate that the death 
rate from pneumonia following the use of sulfa- 
diazine is approximately 10 per cent for all ages. 
Under 50 years of age it is about 3 per cent. 
Higher fatality rates are encountered in patients 
over 50 years of age and in those with bae- 
teremia. On the basis of experience in the treat- 
ment of pneumonia in civil practice it is sug- 
gested that the mortality from pneumonia among 
the armed forces during the present war should 
not exceed 2 to 3 per cent instead of 25 to 30 
per cent in the last war.—Ohio St. Med. Jo. 


SURGICAL MORTALITY 

In the pioneer days of surgery, when an oper- 
ation was viewed as a last resort, usually hope- 
less, the mortality rate was consequently so 
high that only the desperate patient would sub- 
mit to the knife. The general attitude of the 
public contributed to the high mortality. The 
surgeon was not thought justified, for example, 
in removing an ovarian tumor until it go so 
large that the patient’s family, neighbors and 
friends could see that unless it was removed the 
patient would die. The delay, of course, made 
the risk of the operation greater. As the years 
have brought us more diagnostic and treatment 
aids, and as the public has come to look upon 
surgery as a friend in need instead of a last 
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resort, just so have mortality rates progressive- 
ly fallen. Before we can become too complacent 
about our success, however, we still have much 
to do in order to lower further the mortality 
rate in surgery, especially in the poor-risk pa 
tients whose cases were formerly considered 
hopeless. During the past few years a gratify. 
ing measure of successful surgery on poor-risk 
eases has given the profession the satisfaction 
that much is being done, and that in the future 
still more will be achieved towards our goal. 
Our first realization must be that in spite of 
every precaution that can be taken we shall 
always have the poor risk with us, especially 
now with the stepped-up tempo of the times. 
The press and radio are constantly reminding 
us that we shall have extra burdens and duties 
as a result of the war; hence, it behooves us of 
the medical profession to be on our toes, so that 
we shall be prepared to handle anything and 
everything that comes to us, in order that there 
will be no Pearl Harbor incident in the medical 
ranks. 

In this paper we shall consider first the causes 
contributing to the poor surgical risk, then dwell 
briefly on various methods of treatment, men- 
tioning in passing those aids in diagnosis and 
treatment that are making it possible for us to 
lower the mortality rate—Jo. Ind. St. Med. 
Assoc. 





OSTEOPATHIC AMENDMENT 
DEFEATED 
A proposal to make osteopaths eligible for 
commissions in the Medical Corps of the United 
States Army was rejected by the House of Rep 
rentatives during consideration of 8. 2025, which 
readjusted the pay and allowances of personne! 
of the Army; Navy and Marine Corps, Coast 


Guard, Coast and Geodetic Surgery and Publi: 


Health Service. When this bill was considere: 
on the floor of the House, Representative Cos 
tello, California, offered an amendment to th: 
section of the bill pertaining to the appointmen' 
of commissioned officers in the Army, as fol 
lows: ‘‘Provided, That nothing in this section 
shall preclude the appointment of commissione:: 
officers for service in the Medical Corps of th: 
Army of the United States made in part fron 
among graduates of reputable schools ef oste 
opathy, who are licensed or eligible for licens: 
under state law to practice medicine, or oste 
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Safer and simpler 
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that was the fruitful result of Baxter’s 
perfection of the Vacoliter in 1931—the 
combination container-dispenser which 
safeguards solutions in a mechanically 
induced vacuum and makes possible 


Baxter's completely closed technique of 





intravenous infusion. 

The tamper-proof Vacoliter seals 
in vacuum the stable, sterile, pyrogen-free 
Baxter solutions... keeps them laboratory 
pure for unlimited storage periods . . . insures 


unbroken asepsis during infusion . . . makes 





swifter, simpler, and safer the entire technique. 

When introduced in 1931, Baxter Vaco- 
liters immediately became the criterion for safe 
and simple parenteral therapy * They hold, even 


more firmly, the same position today. 
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opathy, as the case may be, and who are other- 
wise qualified under such regulations as the 
President may prescribe.’’ The amendment was 
rejected.—Ohio St. Med. Jo. 


PLASMA TRANSFUSIONS 


Indications for plasma transfusions are as 

follows: 

1. Shock—traumatie, chemical, thermal. 

2. Shock—associated with acute coronary oc- 
clusion. 

. Shoeck—with hemorrhage. 

. Dehydration—from diarrhea. 

. Hemorrhage—(plasma may be given be- 
fore blood is available). 

}. Infeection—general or local in which there 
is loss of protein through the kidneys and 
protein intake from food is not sufficient. 

. Burns—loss of protein and fluids by ex- 
udation. 

. Nephritis—with marked albuminuria with- 
out edema when the plasma protein is not 
maintained at a satisfactory level. 

. Nephritis—with edema with marked hypo- 
proteinemia and albuminuria. 

. Nutritional edema. 
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11. Hypoproteinemia—due to an inadequat: 
protein intake. 

12. Liver damage. 

13. To promote wound healing. 

14, Increased intracranial pressure. 

15. Some cases of pulmonary edema which are 
refractory to bleeding alone. 

Contraindications are few: 

1. Congestive heart failure unless bled first. 

2. Dehydration approaching a critical level of 
6% of body weight. This may not be a valid 
objection. 

In the treatment of these various conditions, 
methods for determining the state of hemocon- 
centration are often of great value. The follow- 
ing methods may be used: 

1. Specifie gravity—falling drop method. 
A more rapid fall indicates diminishing 
blood density which may be interpreted 
as a shift of fluid into the peripheral 
vascular channels. Since the increase in 
peripheral concentration usuually precedes 
a fall in blood pressure it may be possible 
at times to determine impending shock by 
this method so that preventive measures 
may be used. (Seudder.) 

. Red Blood Cell Count. 

A rise in the peripheral red cell count has 
been reported frequently. It has been stat- 
ed that the greater the disproportion be- 
tween the venous and peripheral blood, 
the graver the prognosis. Hemoconcentra- 
tion is a characteristic of several types of 
shock, notably burns, marked dehydration. 
and certain chemical poisons, such as phos- 
gene. 

. Hematocrit. 

The relation between the normal cell mas: 
and serum content is 45-55. Changes in 
this relationship in either direction ma) 
aid in diagnosis and treatment. 

. Blood Volume. 

If there was a satisfactory, simple metho: 
to estimate total blood volume it woul: 
be of great help in determining the result: 
obtained by various other methods. Th 
Congo red and Evans blue are the one 
most frequently used.—Del. St. Med. Jo. 


EARTHWORMS DESTROY TBC. BACILL 

Somewhere in nature there is perchance a! 
enzyme or a nonprotein fraction of an enzym: 
molecule which will inhibit the growth of th 
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tubercle bacillus. How can this be found? At 
the moment there is no answer to this question, 
but it brings us to the next stage in the story. 
Some years ago William Charles White experi- 
mented with earth worms inhabiting soil that 
iad been heavily infected with living tubercle 
vacilli. After sectioning many of these earth 
vorms and also examining their excreta, he was 
inable to find any acid-fast bacilli, although 
the soil remained full of the living bacteria. At 
ome point in the digestive tract of the earth 
vorm these germs had been killed and digested. 
‘he presence of a catalyst in the earth worm 
vas assumed but could not be demonstrated. 
Today a follow-up on this early work is be- 
ing undertaken by the National Tuberculosis 
\ssociation. Virile tubercle bacilli are being fed 
into the digestive tract of the earth worm, the 
worm sectioned shortly after and again the dis- 
appearance of the acid-fast bacilli is confirmed. 
Theoretically the next step is to determine the 
section of the earth worm where this destruction 
of the bacilli occurs, collect a sufficient supply 
of this material and proceed to determine, if 
possible, the enzyme or fraction which possesses 
this baetericidal property. While the research 
may lead us into entirely different and altogeth- 
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er new paths, the suggestive action of gramicidin 
gives hope at least of further discoveries along 
this interesting line-—Northwest Med. 








BOOK NOTES 


L. O. DUTTON, M. D. 
(Book Review Editor) 


Mills Bldg., El Paso, Texas 





THE BLOOD BANK AND THE TECHNIQUE AND THERAPEU- 
TICS OF TRANSFUSIONS, by Robert A. Kilduffe. A.B., A.M., 
M.D., F.A8.C.P. Director, Laboratories, Atlantic City Hospital: 
City Bacteriologist, Atlantic City; Serologist, Municipal Hos- 
pital for Contagious Diseases. Atlantic City; Pathologist, Atlan- 
tic County Hospital for Tuberculous Diseases; Serologist, Betty 
Bacharach Home for Crippled Children: Serolog’st, Jewish 
Seaside Home, Atlantic City, etc.; formerly Major, Medica: 
Corps, United States Army; and Michael DeBakey, B.S., M.D., 
M.S., F.A.C.S., Assistant Professor of Surgery, School of Medi- 
cine, Tulane University of Louisiana; Visiting Surgeon, Charity 
Hospital, Touro Infirmary, and Mercy Hospital, New Orleans: 
Associate in Surgery, The Ochsner Clinic, New Orleans. C. V. 
Mosby Co., St. Louis, Mo. $7.50. 


This highly valuable book by well known 
authorities fills a definite need for a compact 
presentation of the new and growing thera- 
peutic feld of the use of blood and plasma. 
The operaton of a satisfactory blood bank so 
that these products may be available for instant 
use is clearly set forth. Besides the considera- 
tion of the theoretical aspects of the therapeu- 
ties of transfusion, there is given in exquisite 
detail and with clarity, acceptable technique 
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to be used in the laboratory procedures con- 
nected with this field. The technique of the 
therapeutic application of blood and plasma 
transfusions is well presented. The clarity of 
this volume is facilitated by the liberal use of 
illustrations and by attention to the details of 
every step involved in any technique under dis- 
cussion. 

The volume is exceedingly well documented 
and consists of a total of 558 pages. The style 
is clear and concise. The authors are to be con- 
gratulated by all those interested in this thera- 
peutic field which is of such pertinent and 
growing importance.—L. O. Dutton. 


DISEASES OF WOMEN, by Harry Sturgeon Crossen, M.D., 
P.A.C.8. Professor Emeritus of Clinical Gynecology, Washing- 
ton University School of Medicine; Gynecologist to the Barnes 
Hospital, St. Louis Maternity Hospital, and St. Luke’s Hospital: 
Consulting Gynecologist to De Paul Hospital and the Jewish 
Hospital; Fellow of the American Gynecological Society and of 
the Central Association of Obstetricians and Gyneco'ogis‘s: 
and Robert James Crossen, A.B., M.D. Assistant Professor of 
Clinical Gynecology and Obstetrics, Wash neton Univers'ty 
School of Medicine; Assistant Gynecologist and Obstetrician to 
the Barnes Hospital and the St. Louis Maternity Hospital; As- 
sistant Gynecologist to the St. Luke’s Hospital and to De Paul 
Hospital; Fellow of the Central Association of Obstetricians 
and Gynecologists; Diplomate of American Board of Obstetri-s 
and Gynecology. C. V. Mosby Co., St. Louis, Mo. 


The ninth edition of this well known text 
hardly needs a comment. In keeping with pro- 
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found advances made in gynecological diagno- 
sis and treatment, there have been consider- 
able revisions of the text. There is particular 
emphasis on the physiologic aspects of gynecol- 
ogy and these newer features have been reduce: 
to their practical application. The newer know!- 
edge concerning the endocrines in gynecology is 
well presented and reduced to usable principles. 
The book contains 948 pages and there are over 
eleven illustrations, many of them in color. 
The volume can be recommended without res 
ervation.—L. O. Dutton. 


MANUAL OF STANDARD PRACTICE OF PLASTIC 4ND 
MAXILLOFACIAL SURGERY: Prepared and edited by the Sub- 
committee on Plastic and Maxillofacial Surgery of the Commit- 
tee on Surgery of the Division of Medical Sciences of the Na- 
tional Research Council, and Representatives of the Medical 
Department, U. S. Army. 432 pages with 259 illust-ati-ns 
Philadelphia and London: W. B. Saunders Company, 1942. 
Price $5.00. 


Several books on Maxillofacial and general 
plastic proceedure have appeared in the past 
two years. 

The present crisis, civilian and military, has 
focused the attention of the world in general. 
and surgeons in particular, on reconstructive 
work. 

A great many surgeons are attempting re- 
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constructive surgery, with little or no training, 
and often with only a book as a guide. 

Unfortunately some publications represent 
proceedures scarcely orthodox. 

The value of a guide book is of necessity 
limited by, or to, the experience and skill of 
the authors and editing staff. 

This manual is prepared and edited by the 
Sub-committee on Plastic and Maxillofacial Sur- 
very of the National Research Council and Rep- 
resentatives of the Medical Departments of the 


i. S. Army as follows: 

Robert H. Ivy, Chairman; John Staige Davis, Joseph D. Eby, 
Pr. C. Lowery, Ferris Smith, Brig. Gen. Leigh C. Fairbank, 
Lt. Col. Roy A. Stout. 

With Contributions by John Scudder and Frederick P. Haugen. 

These names are recommendation enough. 

The book is concisely written and profusely 
illustrated and covers both soft tissue and bone 
injuries of the Maxillofacial and neck regions, 
und ineludes chapters on burns, shock, skin 
vrafting, and Anesthesia. All in a compact 400 
page volume. 

It is a ‘‘Must’’ book in this field. 

—W. John Pangman. 


NIGHT OF FLAME: By Dyson Carter. pp. 337. New York. 
Reynal & Hitchcock. $2.50. 


For the individual who is endeavoring to 
find an authentic story of hospital life this is 
definitely not that novel. The characters are 
wholly unreal, and seem to think of little else 
but their sexual relations. Miraculously, each 
goes through a metamorphosis when the hos- 
pital is swept by fire, and each individual who 
has survived destruction by flame is cleansed 
and purged. 

A mediocre novel, and no contribution to the 
Government’s paper-saving program. 

—Malvina Spearman. 
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ETHICAL ADVERTISING 


2 of SOUTHWESTERN MEDICINE may trust our advertisers. 

Our Publication Committee investigates and edits every advertisement 
before it is accepted. It must represent an ethical and reliable institution 
and be truthful or it is rejected. These advertising pages contain a wealth of 
useful information, a world of opportunities. Read them all. 
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